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CLINICAL STUDIES, TUBERCULOSIS 


Miliary Tuberculosis in Children.—A total 
of 170 cases of miliary tuberculosis in children 
was observed during a three-year period. In 
almost all, the miliary dissemination appeared 
almost simultaneously with primary tuber- 
culosis. There was a past history suggesting 
tuberculosis in only 8 cases. In about half of 
them there was a heavy familial incidence. 
There was a somewhat greater incidence 
among girls, particularly in the older age 
group; 22 children were less than one year 
old and 61 were less than three years old. In 
almost half of the cases, meningitis was pres- 
ent on admission, and in approximately 
a fourth, the history was mainly that of 
meningitis. In the remainder, miliary tuber- 
culosis was diagnosed first. The usual symp- 
toms were fever, fatigue, anorexia, and weight 
loss. The Mantoux test was positive in all 
but 3 cases. Radiographically, two pictures 
were seen: (1) Acute: innumerable tiny in- 
filtrations of uniform size scattered evenly 
throughout all of both lungs; this type never 
healed by itself. (2) Subacute: larger infil- 
trates of unequal size and uneven distribu- 
tion, more numerous at the hili; this picture 
was often seen with lymphoid or osseous 
tuberculosis and could heal spontaneously. 
Tubercles of the choroid likewise followed 
two patterns, miliary and discrete. There 
was close correlation between the two types 
in the chest roentgenogram and in the cho- 
roid. In the acute miliary type, 52 of 61 cases 
developed meningitis. In the subacute type, 
meningitis developed in 58 of 109. Thus, the 
chief anxiety in all cases, especially the 
miliary type, was the development of menin- 
gitis. When a routine lumbar puncture prior 
to the initiation of treatment yielded normal 
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cerebrospinal fluid, the patient could still 
develop meningitis but the chances of his 
doing so decreased with the length of treat- 
ment. Sometimes, the fluid’s abnormalities 
were so slight that a definite diagnosis was 
difficult to make. In 4 cases, positive cultures 
were obtained from fluids which were other- 
wise normal. In each of these cases, a repeat 
examination three to six weeks later showed 
typical cytologic and chemical changes. In 
the absence of meningitis, the response to 
streptomycin was usually prompt, although 
the temperature did not reach normal until 
the second to fourth month. Usually within 
a month, there was great improvement in 
the roentgenogram; complete clearing usually 
required three to nine months. The choroidal 
lesions either disappeared completely or left 
small scars. Relapse of miliary tuberculosis 
occurred in 2 cases. Meningitis appeared in 
11 cases after treatment for miliary tubercu- 
losis had been stopped; bone and joint tuber- 
culosis appeared in 3 cases, and lymph node 
and pulmonary tuberculosis in one each. 
The dosage of streptomycin was 0.02 to 
0.04 gm. per kg. daily. p-Aminosalicylic acid, 
0.3 to 0.5 gm. per kg. daily, was also given. 
The drugs were continued until there was 
complete regression of all abnormal findings. 
—Miliary tuberculosis in children, R. Debré, 
Lancet, September 20, 1952, 2: 545.—(A. G. 
Cohen) 


Tuberculosis in Patients Over Sixty.— 
A review of hospital admissions since 1941 
indicates that after 1947 many more patients 
60 years of age or older have been admitted 
for the treatment of active tuberculosis. This 
increase in admissions coincides with the use 
of streptomycin. It does not reflect an in- 
creased incidence of tuberculosis, but rather 
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a more hopeful attitude toward the effects 
of treatment. These elderly patients have 
very few physical findings on auscultation 
and percussion. This is due to a decrease in 
the elasticity of the lung and chest expansion 
as well as emphysematous changes and shal- 
low breathing. The predominant initial symp- 
tom has been cough, with or without ex- 
pectoration (30 per cent). With the use of 
streptomycin, p-aminosalicylic acid, and ami- 
thiozone, the sputum has been converted in 
81 per cent of 133 tuberculous patients more 
than 60 years of age as compared with 31 per 
cent in the pre-chemotherapy period. These 
drugs are especially valuable in controlling 
the exudative phase of the disease, enabling 
many patients to reach the stage of operative 
collapse therapy.—Zur Frage der Alterstuber- 
kulose und deren Verhalten wahrend der Heil- 
stattenkur, Manser, Schweiz Ztschr. Tuberk., 
1953, No. 2: 65.—(E. Dunner) 


Decreased Incidence of Pleural Effusions. 
—Artificial pneumothorax is the most effica- 
cious of all collapse treatments, but is fraught 
with a considerable number of complications. 
The cortical position of the pulmonary foci 
and their persistent activity are the main 
causes of pleural effusions. It is essential 
to minimize this activity with streptomycin 
or p-aminosalicylic acid before inducing a 
pneumothorax. Routine severance of adhe- 
sions is essential to maintaining a satisfactory 
anatomical collapse. Since the adoption of 
these principles for the management of arti- 
ficial pneumothorax, the incidence of pleural 
complications has fallen from 29 to 9 per cent 
of the last 100 cases, observed over a period 
from one to four years; only 5 exudates de- 
veloped, one of which was empyematous.— 
Les pleurésies du sont elles 
évitables?, D. Michetti & G. Barras, Schweiz. 
Ztschr. Tuberk 1953, No. 2: 83.—(E. Dunner) 


Cavernolithiasis.—The cavernolith, a spe- 
cific type of pneumolith, occurs within pul- 
monary cavities of tuberculous origin. The 
significance of this condition in the course of 
pulmonary tuberculosis has escaped attention 
and few clinical reports deal with the subject. 


In most of 6 recent cases of cavernolithiasis, 
the stones were silent. Irritative and obstruc- 
tive phenomena significantly altered the 
clinical course of a few. Diagnosis has rarely 
been made on the clinical findings. Careful 
examination of serial roentgenograms through- 
out the clinical course may show that the 
position of intrapulmonary calcifications has 
altered. Laminagrams then demonstrate the 
intracavitary position of such concretions. 
Cavernolithiasis is an indication for surgical 
intervention in pulmonary tuberculosis, and 
pulmonary resection is recommended in 
preference to collapse procedures.—The clini- 
cal significance of cavernolithiasis, D. A. 
Colley, J. Thoracic Surg., March, 1953, 25: 
246.—(R. E. MacQuigg) 


Tuberculous Reactivation Following Gas- 
trectomy.—Two per cent of 356 patients with 
peptic ulcer treated by gastrectomy subse- 
quently developed active pulmonary tuber- 
culosis. Healed tuberculosis usually was 
present before operation, and weight loss pre- 
ceded the onset of pulmonary symptoms some 
months later. The mechanism in the break- 
down of immunity was not further defined. 
The pulmonary infection was notable for its 
acute pneumonic nature and high mortality 
rate (25 per cent). Recognition of this hazard 
with careful and repeated postoperative chest 
roentgenograms of the gastrectomized person 
in negative nutritional balance with healed or 
apparently inactive tuberculosis should reduce 
the seriousness of this complication (Author’s 
summary).— Reactivation of pulmonary tuber- 
culosis in relation to subtotal gastrectomy for 
peptic ulcer, T. A. Warthin, Am. J. M. Sc., 
May, 1958, 225: 421.—(W. J. Steininger) 


Treatment of Tuberculous Lymphadenitis. 
—Radical extirpation of tuberculous cervical 
lymph nodes was performed on 221 patients 
in two institutions. The results were superior 
to those in a group of 322 patients who 
were treated conservatively. Tonsillectomy 
was not necessary before radical extirpation 
of the lymph nodes. Surgery was not indi- 
cated for bilateral extensive lymphadenitis 
but the age of the lesion did not contraindicate 


ABSTRACTS 3 


surgery. Recent involvement was more easily 
operated upon but the relapse rate was higher. 
Postoperative sanatorium care was not neces- 
sary for old lesions, was indicated for recent 
disease. Among 167 patients followed for 
3.3 years, on the average, relapse occurred 
in 9 (5.5 per cent). The cosmetic results were 
unsatisfactory in 3 per cent. Streptomycin 
protection before and after surgery was less 
important than careful surgical technique.— 
Die operative Behandlung der Halslymph- 
knotentuberkulose, E. Kaiser, F. Jakob, & H. 
Wissler, Schweiz. med. Wchnschr., February 23, 
1958, 83: 207.—(E. Dunner) 


Tuberculosis of Duodenum.—A 42-year- 
old man was seen with signs and symptoms 
of pyloric stenosis. At operation a tumor the 
size of a small apple was found in the duode- 
num between the pylorus and the papilla of 
Vater. The regional lymph nodes were en- 
larged. Histologically, the resected tumor 
and a lymph node, which had been removed, 
both contained tuberculous granulation tissue. 
Five months after the operation the patient 


was in good health —Zin Beitrag zur Tuber- 
kulose des Zwélffingerdarmes, O. Reuth, Wien. 
klin. Wehnschr., April 24, 1958, 65: 326.— 
(G. C. Leiner) 


Resection for Tuberculosis.—Among 50 
cases of resection for pulmonary tuberculosis 
performed between October, 1951, and April, 
1952, there were 16 pneumonectomies or 
pleuropneumonectomies (32 per cent of the 
series) and 34 partial resections (68 per cent 
of the series), among which there were 27 
lobectomies, 5 cases of combined lobectomy 
and segmented resection, and 2 cases of seg- 
mental resection. Of these 50 cases, 22 were 
primary resections and 17 followed thora- 
coplasties. Ten patients received post-resec- 
tion thoracoplasties either because of em- 
pyema or bronchopleural fistula. Three post- 
operative deaths (6 per cent) occurred within 
sixty days of operation and there was one 
(2 per cent) case of late mortality. The inci- 
dence of bronchopleural! fistula was 12 per 
cent. The incidence of postoperative empyema 
was 16 per cent. The low incidence of post- 


operative atelectasis (8 per cent) is explained 
by immediate pre- and postoperative bron- 
chial aspiration with insistence upon breath- 
ing exercises and coughing immediately after 
operation. Postoperative spreads or reactiva- 
tion of their disease occurred in 12 per cent 
of the patients. At least six months’ sana- 
torium care was recommended routinely 
following operation. A follow-up study six 
months to a year after operation revealed 
4 deaths. Of the remaining 46 patients, 42 
have negative sputum and clinically are doing 
well. Since the initial series of 50 cases were 
studied, 25 more patients have been operated 
upon. The percentage of pneumonectomies 
remained the same, but the percentage of 
lobectomies fell to 32 per cent from 64 per 
cent and the percentage of segmented resec- 
tions rose from 4 to 36 per cent.—Fifty cases 
of resection for pulmonary tuberculosis, J. A. 
Gravel, Canad. M.A.J., June, 1953, 68: 552.— 
(EB. A. Riley) 


Functional Results of Segmental Resec- 
tion.—The authors’ first 50 cases of segmental 
resection for tuberculosis were analyzed (/) 
to determine the loss of function with different 
types of resection, (2) to follow the stages of 
functional recuperation, and (3) to compare 
the most common type of segmental resection 
(posterior-apical segment of upper lobe) with 
other types of resection, such as superior 
lobectomy. The values used for comparison 
were (J) voluntary apnea in mid-inspiration, 
(2) the vital capacity, (3) the minute oxygen 
consumption at rest, and (4) the ventilatory 
equivalent. After any thoracic intervention, 
the functional values decreased during the 
first month, probably due to pain, pleural 
effusion, and paradoxical respiration. The 
speed of recovery varied with such factors as 
courage, the will to recover, active and pas- 
sive cooperation; but, by the end of the third 
postoperative month, all of the patients had 
achieved a functional state which corre- 
sponded to the type of operation. This was 
chosen, therefore, as the first date for com- 
parison. Progress thereafter was slow until 
the end of the sixth month, when the final 
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values were achieved and in many instances 
surpassed the preoperative level. This date 
was the second one chosen for comparison. 
At three months the vital capacity was usually 
reduced but not to an important degree. 
Voluntary apnea was usually little changed, 
and decreased oxygen consumption was espe- 
cially rare. The ventilatory equivalent was 
increased in only 10 of the 35 patients tested. 
Only 20 patients were examined at the end 
of the six-month period, but they showed 
considerable improvement. Voluntary apnea 
was almost always superior to that before 
intervention. Vital capacity was scarcely 
diminished except in patients with multiple 
segmental resections. The change from the 
third to the sixth month after operation 
showed this to be a critical period, during 
which tuberculous relapses might occur in 
the remaining lobes. There was considerably 
less loss of vital capacity after segmental 
resection than after either lobectomy or upper 
thoracoplasty.— Résultats fonctionels de nos 
50 premiéres résections segmentaires pour 
tuberculose, A. Marmet, M. Jaubert de Beaujeu, 
F. Ackermann, Raboud, & Aloudni, Poumon, 
February, 1968, 9: 127.—(F. 8. Lansdown) 


Results from Segmental Resection.—Fifty 
patients subjected to segmental resection for 
tuberculosis between October, 1950, and July, 
1952, were followed for six months to two 
years. Since all of the cases of late reactiva- 
tion, including 2 from the series of lobec- 
tomies, occurred before six months, this 
follow-up period is considered adequate. 
There were 44 (88 per cent) good results as 
judged by the disappearance on tomography 
of all lesions except those which were frankly 
fibrous or calcified, the failure of tubercle 
bacilli to grow from gastric or bronchial 
washings, and a clinical and functional state 
permitting full rehabilitation. There were 4 
(8 per cent) incomplete results; that is, good 
local result but persistant lesions away from 
the resected area. There were 2 (4 per cent) 
failures, although both were retcieved at 
subsequent operations. There were no deaths. 
Among the 29 radical excisions, with removal 


of an entire localized focus, whether cavitary 
or solid, there were 28 good results. Among 
the 21 focal excisions with removal of the 
most important of several lesions, there were 
15 good results. Two patients had contra- 
lateral lesions at the time of operation and 
one developed a fresh lesion when mobilized 
too early. The 2 cases of relapse following 
lobectomy also occurred in patients who 
abandoned bed rest during the first six post- 
operative months. Each of the 2 failures had 
serious tuberculous bronchopneumonia imme- 
diately after operation. In one case the resec- 
tion was ultimately enlarged to a lobectomy, 
and in the other to a pneumonectomy with 
good results. In each of these cases, the ex- 
cision was too limited and the operation had 
to be undertaken during a progressive phase. 
Both patients had an ineffective pneumo- 
thorax which partly obscured the remaining 
lesions and pleural reaction which prevented 
expansion of the lung, thus nullifying one of 
the advantages of limited resection. The best 
indications for segmental resection are in 
those patients from whom the entire lesion 
can be removed, the most favorable forms 
being caseous masses rather than cavities. 
The “focal indications” should not, however, 
be rejected for segmental resection, as re- 
maining lesions may readily stabilize after 
excision of the main focus, and the functional 
loss from such an operation is insignificant.— 
Résultats phtisiologiques de nos 50 premiéres 
résections segmentaires pour tuberculose, A. 
Marmet, M. Jaubert de Beaujeu, F. Ernewein, 
A. Lévy, & M. Michemble, Poumon, February, 
1958, 9: 135.—(F. S. Lansdown) 


Extrapleural Pneumothorax.—The advan- 
tages of extrapleural pneumothorax as com- 
pared with thoracoplasty are: (1) physiologi- 
cal respiration after the surgery and, there- 
fore, little danger of aspiration; (2) localized 
collapse; (3) rapid sputum conversion; and 
(4) reversibility. Between 1942 and 1952, 
extrapleural pneumothorax was established 
in 145 patients, including 74 men and 71 
women; 5 patients were given bilateral extra- 
pleural pneumothorax. Eight patients (5.5 per 
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cent) died within two months after the opera- 
tion: 2, due to aspiration pneumonia; 2, to 
cardiac insufficiency, 2, to pulmonary em- 
bolism; and 2, to empyema. Of the 145 pa- 
tients, 105 (72.4 per cent) were discharged 
as arrested, 28 (19.3 per cent) as improved, 
12 (8.3 per cent) died. Of 73 patients dis- 
charged as arrested before the end of 1949, 62 
(85 per cent) remained so for two years or 
longer. The ideal indications for extrapleural 
pneumothorax are an early cavity no larger 
than a walnut located centrally in the apex 
in the presence of a stable general condition; 
contralateral pneumothorax may be present. 
A relative indication for the operation exists 
in patients with pericavitary infiltrations, with 
exudative processes in either lung, with large 
cavities, or in the presence of a poor general 
unstabilized condition. In the series, 107 
eases (71.4 per cent) belonged in the latter 
group. Of the patients with ideal indications, 
80 per cent became arrested; of the patients 
with a relative indication, 50.6 per cent. The 
extrapleural pneumothorax should be main- 
tained for two to three years. Complications 
were (1) hemorrhage into the pneumothorax 
cavity in approximately 20 per cent of the 
cases, (2) empyema in approximately 20 per 
cent, and (3) bronchopleural in 5 cases or 
pleurocutaneous fistula formation in 4 cases. 
Some of the patients with relative indications 
can now be improved by chemotherapy so 
that they present ideal indications.—Frueh- 
und Spae-tergebnisse des ertrapleuralen Pneu- 
mothoraz, R. Miczoch, Wien. klin. Wehnschr., 
June 5, 1958, 65: 485.—(G. C. Leiner) 


Late Results of Thoracoplasty.—A series 
of 90 thoracoplasties for pulmonary tubercu- 
losis, originally reported in 1941, has now been 
followed for eleven to sixteen years. Of 64 pa- 
tients whose disease was considered arrested 
at the time of the original report, 57 have 
remained well. One patient with negative 
sputum committed suicide two years after 
operation; 2 died of nontuberculous causes 
with inactive disease; the other 4 patients had 
reactivation of their tuberculosis, although 
one of them has again recovered. Of the 16 pa- 


tients who still had sputum positive for 
tubercle bacilli at the time of the first report, 
6 later had sputum negative for tubercle 
bacilli and inactive disease. One patient is 
clinically well with occasional “positive’’ cul- 
tures and is classified as an arrested case. 
Active tuberculosis persisted in 9 patients; 8 
died from four to ten years after the operation; 
one is still alive. The early favorable results 
of thoracoplasty tend to persist over a long 
follow-up period. The number of patients who 
have late sputum conversion tends to offset 
the number with subsequent reactivation. 
Today, with the use of the antimicrobials, 
thoracoplasty should yield excellent and sus- 
tained results in a selected group of patients. 
—The results of thoracoplasty for pulmonary 
tuberculosis eleven to sixteen years after opera- 
tion, A. H. Aufses & M.S. Harte, J. Thoracic 
Surg., April, 1953, 25: 329.—(R. E. Mac- 
Quigg) 


Routine Bronchoscopy.—In the period 
1947 to 1949, bronchoscopy was performed 
whenever there was a manifest indication 
or a suspicion of endobronchial tuberculosis. 
Endobronchial tuberculosis was demonstrated 
in 72 per cent of the patients: 43.4 per cent 
had major lesions; and 28.9 per cent, minor 
alterations. From 1950 to 1953 bronchoscopy 
was done routinely in all cases. Among 476 
female patients so bronchoscoped, 36.8 per 
cent showed endobronchial involvement; the 
lesions were major in 16 per cent and minor 
in 20.6 per cent. Major lesions included 
ulcerations, vegetations, and stenoses. Minor 
lesions were redness, local edema, thickening 
of the spurs, and edema of the orifices. These 
usually regressed without sequelae. Most 
endobronchial lesions were found on the first 
bronchoscopy but, in 10 per cent of the cases, 
a routine repeat bronchoscopy revealed lesions 
which had developed later. No serious inci- 
dents following bronchoscopy were observed. 
There were, however, 3 cases in which the 
disease was transiently reactivated so that 
roentgenograms were modified. Prolonged 
increase in cough and expectoration follow- 
ing bronchoscopy seemed inevitable even 


under the best conditions.—Tuberculose bron- 
chique de la femme et bronchoscopie systé- 
matique en sanatorium, P. Chadourne, L. 
Duchet-Suchauz, J. Jooanou, & A. Pinelli, 
Rev. de la tuberc., 1958, 17: 165.—(V. Leites) 


Tubercle Bacilli from Rib Bone Marrow.— 
A study was undertaken to determine whether 
tubercle bacilli could be cultured from the 
bone marrow of ribs removed surgically from 
tuberculous patients. A total of 66 cultures 
was taken from 52 surgical patients, most of 
whom had undergone thoracoplasty, and a 
lesser number, resection. Many patients had 
received chemotherapy and 25 were still re- 
ceiving it at the time of operation. Cultures 
for tubercle bacilli from the rib bone marrow 
were negative in all of these cases.—Ezami- 
nation of rib bone-marrow for tubercle bacilli, 
K. Marsh & G. E. Barton, Lancet, November 
29, 1952, 2: 1059.—(A. G. Cohen) 


CLINICAL STUDIES, NONTUBERCULOUS 
DISEASES 


Infection with Atypical Acid-Fast Organ- 
isms.—An atypical, yellow, acid-fast organ- 
ism was the etiologic agent in 2 cases of a 
human disease which resembled tuberculosis. 
The organisms were recovered from the pa- 
tients before operation or autopsy, were pres- 
ent in surgical and autopsy material, and were 
cultured from the tissues. In mice and guinea 
pigs, the bacilli produced lesions similar to 
those in the patients but not fatal disease. 
Human tubercle bacilli could not be cultured 
from either patient and one did not develop a 
positive tuberculin test. In the first case, a 
“spot on the lung” was found in 1918; the 
actual illness dated from 1947, when a diagno- 
sis of tuberculosis was made as the result of 
the roentgenographic findings. Sputum cul- 
tures showed yellow colonies of atypical, large, 
acid-fast organisms which did not resemble 
true tubercle bacilli. When the upper right 
lobe was removed in 1951, the pathologic find- 
ings were not typical of tuberculosis but the 
same yellow bacilli were found. The patient 
has since gone back to work. In the second 


case the disease was more serious, and death 
occurred fourteen months after the onset. 
Atypical, yellow bacilli were again found at 
autopsy. The pathologic findings suggested 
tuberculosis but no typical Langhans’-type 
giant cells or characteristic tubercles were 
seen; both had been conspicuous in an inguinal 
node removed earlier. The so-called “yellow 
bacillus” isolated repeatedly from these cases 
grows on a wide variety of media at room tem- 
perature and, more rapidly, at 37°C. Although 
growth on solid media is characteristic enough 
to differentiate the organism from “orange” 
bacilli (chromogens) and Nocardia asteroides, 
the exact classification is controversial. Simi- 
lar organisms have been recovered from some 
other patients who are now being studied.— 
Human infection with atypical acid-fast or- 
ganisms (report of two cases with pathologic 
findings), V. C. Buhler & A. Pollak, Am. J. 
Clin. Path., April, 1968, 23: 363.—(J. 8. 
Woolley) 


Inclusion Pneumonitis in the Adult.—In 
salivary-gland-virus disease, specific inclusion 
bodies are consistently associated with diffuse 
structural alterations in the liver, lung, brain, 
and other organs of newborns and infants. Al- 
though thus established as a pathologic entity, 
the disease never was diagnosed in an adult 
before death until 2 recent cases were estab- 
lished by pulmonary biopsy. One of the pa- 
tients died from her disease; the other, al- 
though temporarily improved by a lobectomy, 
succumbed to a pseudomonas infection in the 
thoracotomy wound. Sections from various 
parts of the lungs of each patient were all 
similar. The parenchyma was greatly altered 
and the cells lining the alveoli were large and 
prominent, varying from cuboidal to swollen 
polyhedral forms with round vesicular nuclei. 
This reversion to a “fetal type”’ of lining cell 
was prominent in all areas. Many of these 
cells were exfoliated into the alveoli or lined 
up about the septal walls and showed both 
giant nuclear inclusions and multiple cyto- 
plasmic inclusions. All of the alveoli were dis- 
tended by large plugs of protein coagulum 
with threads of fibrin staining blue with Wei- 
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gert’s stain. There was also an eosinophilic 
protein within the alveoli. The numerous in- 
flammatory cells in the septal walls were 
mostly of the large mononuclear or plasma 
cell variety. Frank intra-alveolar hemorrhage 
was focal but extensive. The fulminating 
salivary-gland-virus disease in adults may 
result from altered susceptibility induced by 
the action of anti-metabolites which interfere 
with intracellular enzyme metabolism.—Cyto- 
megalic inclusion pneumonitis in the adult, 
J.P. Wyatt, T. Simon, M. L. Trumbell, & M. 
Evans, Am. J. Clin. Path., April, 1958, 23: 
353.—(J. S. Woolley) 


Cold Agglutination in Atypical Pneumonia. 
—The diagnosis of primary atypical pneu- 
monia is usually made on the basis of the 
history, discrepancy between physical and 
roentgenologic findings in the lungs, lack of 
efficacy of the sulfonamides and penicillin, 
and a lytic defervescence. Cold agglutination 
tests according to the method of Lippelt and 
Nogalski were done in 110 patients with 
various diseases and in 26 healthy subjects. 
Titers above 1:128 were helpful in diagnosing 
atypical pneumonia. High titers were also 
found in diseases of the liver parenchyma, 
tertiary lues, hemolytic anemias, and in other 
diseases. If atypical pneumonia was suspected, 
cold agglutination tests were repeated at least 
three times at four-day intervals. The titer 
usually rose between the eighth and the twelfth 
days of the illness. Erythrocytes of group 0 
from different donors showed different titers 
with the same serum.—CKlinische Bewertung 
der Kilteagglutination fur die Differential- 
diagnose atypischer Pneumonien, M. Carniel, 
Wien. klin. Wehnschr., April 3, 19538, 65: 
268.—(G. C. Leiner) 


Fibrinous Bronchitis.— Although both acute 
and chronic fibrinous bronchitis have been 
described, the acute form is comparatively 
uncommon. Bronchial casts form in a be- 
wildering variety of thoracic and constitu- 
tional diseases. Fibrinous bronchitis actually 
may be a disease entity but the diagnosis 
should exclude the formation of the casts 


related to or secondary to another disease. 
The appearance of bronchial casts with bac- 
terial and other unrelated diseases makes it 
unlikely that fibrinous bronchitis actually is a 
separate entity. Clinically, these casts seem 
to be an abnormal response of the bronchial 
glands and epithelium to a bacterial, thermal, 
or chemical irritant. Physically, bronchial 
casts are fairly uniform, white or grayish- 
white, rather firm and rubbery, and occa- 
sionally blood-stained. The chronic form of 
fibrinous bronchitis is more common, usually 
occurring in middle-aged patients who have 
had previous attacks of acute bronchitis. 
Characteristically, the patient has repeated 
bouts of severe paroxysmal dyspnea and 
cough which terminate in the expectoration 
of a bronchial cast. The casts are best seen by 
immersing them in water; in this way, branch- 
ing to bronchial divisions as small as those 
of the fifth order may be demonstrated. 
Tuberculous bronchitis is common; recently 
500 cases were reported by one observer. 
An association of fibrinous bronchial casts 
with tuberculous bronchitis has not been 
reported. At least 20 cases of fibrinous bron- 
chitis in pulmonary tuberculosis have been 
recorded. Another patient with bronchial 
obstruciion and alarming anoxia due to acute 
tuberculous fibrinous bronchitis required bron- 
choscopic removal of casts and tracheotomy. 
He subsequently developed in rapid sequence 
a bronchial stricture and bronchiectasis. 
Pneumonectomy was necessary but the pa- 
tient recovered. Atelectasis or bronchial ob- 
struction during any acute respiratory in- 
fection may be due to fibrinous bronchitis. 
Bronchoscopy should occupy an important 
place in the diagnosis and treatment of this 
rare disease, which may be rapidly fatal.— 
Acute tuberculous fibrinous bronchitis, M. H. 
Williams, J. Thoracic Surg., November, 1962, 
24: 630.—(R. E. MacQQuigg) 


Spontaneous Pneumothorax.—By thoraco- 
scopic studies it has been shown that a spon- 
taneous pneumothorax may be caused by rup- 
ture of the pleura or by the pleura’s becoming 
permeable to air. The latter is called “aper- 


forative pneumothorax.” The treatment of a 
spontaneous pneumothorax consists of (/) 
thoracoscopy ; (2) local irritation of the pleura; 
(3) continuous drainage. Local irritation of 
the pleura with talcum seems to be the best 
method for producing an obliterative inflam- 
mation. Drainage is best achieved with the 
help of a motor. Pneumonolysis should be 
done only when the maintenance of an artifi- 
cial pneumothorax is indicated. If, on thora- 
coscopy, large bullae or cysts are found, seg- 
mental resection or lobectomy is indicated.— 
Zur Pathogenese und Therapie des Spontan- 
pneumothorax auf der Grundlage bioptisch ge- 
wonnener Erkenntnisse, A. Sattler, Wien. klin. 
Wehnschr., May 16, 1968, 65: 432.—(G. C. 
Leiner) 


Pulmonary Granulomatosis and Anglitis.— 
In 2 patients, fever, pulmonary lesions, joint 
pains, abnormal urinary findings and uremia 
occurred, followed by death. In one case, a 
lobectomy had been done for a massive ne- 
crotizing granulomatous lesion with angiitis 
in the lung. This was unaccompanied, at 
the time, by involvement of other organs. No 
history of allergic disorders was elicited. At au- 
topsy, the lungs in both cases contained well- 
circumscribed, often subpleural, lesions histo- 
logically essentially similar to those observed 
in the resected pulmonary lobe. In addition, 
massive splenic necrosis and focal thrombotic 
granulomatous glomerulonephritis were ob- 
served in both cases. These cases are believed 
to be related to, but not identical with, peri- 
arteritis nodosa. The presence of a hypersensi- 
tivity phenomenon in necrotizing granulo- 
matosis with angiitis is probable, with the 
sulfonamides as the most likely sensitizing 
agent in the 2 cases reported. It is emphasized, 
however, that the sulfonamides are not the 
only probable sensitizing agents in necrotizing 
granulomatosis with angiitis, since identical 
cases appeared prior to the introduction of the 
sulfonamides. A survey of the literature re- 
vealed that similar cases have been published 
under the following diagnoses: periarteritis 
nodosa, allergic granuloma, giant cell granu- 
loma, granuloma with periarteritis nodosa, eo- 


sinophilic granuloma, rhinogenous granuloma, 
Wegener’s granuloma, lupus erythematosus, 
rheumatic or para-rheumatic disorders, 
Léffler’s syndrome, and granulomatous 
glomerulonephritis (Authors’ summary).— 

Necrotizing granulomatosis and angiitis of the 


glomerulonephritis, 
R. Fienberg, Am. J. Clin. Path., May, 1958, 
23: 413.—(J. 8. Woolley) 


Anthracosilicosis.—The pneumoconiosis of 
coal miners differs in several aspects from that 
found among persons exposed to dust contain- 
ing free crystalline silica. Workers in the coal- 
mining districts of Great Britain, in the an- 
thracite areas of the United States, and in the 
coal fields of Alabama are exposed to dusts 
which have an unusual capacity to produce 
focalized emphysema about the deposits in 
the lungs. Their symptoms and disability 
may far exceed the roentgenologic changes 
in the chest. Carbon’s role in these changes 
has not yet been determined but lung tissue 
certainly responds to it in a manner different 
from that elicited by other mineral dusts. The 
emphysema may be compensatory or a sepa- 
rate pathologic process. The term “anthraco- 
silicosis” as applied to the pneumoconiosis in 
miners and handlers of coal has recently been 
challenged “Pneumoconiosis of soft coal work- 
ers in, for example, Alabama or Pennsylvania” 
might convey the etiology as well as the fact 
that pulmonary occupational fibrosis varies 
among industries and geographical locations. 
The clinical, roentgenologic, and pathologic 
pulmonary findings typically seen in the pneu- 
moconiosis of coal workers were shown by a 
foundry molder. There was little free silica in 
the air-borne dust of the plant where he 
worked, but 16.9 per cent of silica was found 
in his lung ash by chemical and petrographic 
analysis. This amount of silica is above the 
average value for cases of established silicosis. 
It is slightly higher than the maximum value 
(16.5 per cent) among subjects exposed to free 
erystalline silica but without silicosis. Patho- 
logically, the fibrosis was not typical of 
nature, classic, nodular silicosis in that hya- 
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linization was absent or minimal. The tracheo- 
bronchial lymph nodes, an index to the irri- 
tating capacity of inhaled dust, did not ex- 
hibit the hyalinazation of silicosis —Anthraco- 
silicosis occurring in a foundry employee, L. E. 
Hamlin, A.M.A. Arch. Indust. Hyg. & Occup. 
Med., April, 1953, 7: 339.—(T. H. Noehren) 


Erythema Nodosum.—During the past 
twenty-seven years, 105 cases of erythema 
nodosum have been observed in children. 
Rarely was there a family history of either 
tuberculosis or rheumatic fever. A history of 
repeated and chronic upper respiratory infec- 
tions was common; an acute upper respiratory 
infection preceded the appearance of the ery- 
thema nodosum in 52.8 per cent. On admission 
to the hospital, approximately 50 per cent of 
the patients had diseased tonsils, which may 
be significant in view of the frequent relation- 
ship of this syndrome to hemolytic Strepto- 
coccus infections. The interval between the 
respiratory infection and the erythema nodo- 
sum averaged ten days. The skin eruption oc- 
curred usually over the tibial surfaces of the 
legs; less frequently over the ulnar surfaces of 
the arms, and occasionally on the soles, the 
thighs, the buttocks, and the shoulders. In 
several patients, the rash was directly related 
to trauma. Typically, the eruption first ap- 
peared as a series of firm, raised, purplish-red, 
tender nodules about 10 to 30 mm. in diame- 
ter. With the development of erythema and 
edema, the nodules became larger, frequently 
coalesced, became bluish, and often were 
fluctuant, although none suppurated. Ap- 
proximately one week after the onset, the 
nodules began to regress; in another week 
they became smaller and gradually disap- 
peared. In this series 55 patients had positive 
tuberculin reactions and fell into the group of 
tuberculous erythema nodosum. Of these, 44 
(80 per cent) showed positive reactions on ad- 
mission to the hospital; in 8 the reactions be- 
came positive in one to ten weeks after ad- 
mission; and in 3 they became positive after 
four to six months. Of the 55 patients, 19 had 
roentgenographic evidence of mediastinal tu- 
berculosis with or without streaking to the 


periphery ; 7 had mediastinal tuberculosis with 
a primary calcification in the periphery; and 7 
had pulmonary tuberculosis. In 22 cases there 
was no roentgenographic evidence of disease, 
but most of these occurred during the first ten 
years of the study and, for them, no roent- 
genograms were available for assessment. The 
positive tuberculin reaction is the best guide 
to a diagnosis of tuberculous origin of ery- 
thema nodosum. In the series, 50 cases (47.6 
per cent) occurred in children who had nega- 
tive tuberculin tests on admission and re- 
mained negative subsequently to as much as 
1 mg. of OT. Upper respiratory infections and 
tonsillitis were the most common infections 
preceding erythema nodosum in the tubercu- 
lin-negative group and occurred in 32 cases. 
Rheumatic fever has, for the last fifty years, 
been considered a cause of erythema nodosum, 
but there is no evidence to support this view. 
There was not one case of rheumatic fever 
ushered in by erythema nodosum. There were 
12 cases which may have been due to sulfathia- 
zole and occurred in association with tonsillitis, 
cervical adenitis, mastoiditis, osteomyelitis, 
streptococcal meningitis, and pneumonia. In 
the drug eruption, however, the nodules were 
smaller, more circumscribed, much less tender, 
and appeared within a few days after starting 
sulfathiazole therapy. The lesions cleared rap- 
idly when the drug was stopped and never 
passed through the color phases usually seen 
in the spontaneous type of erythema nodosum. 
The 52 per cent incidence of positive tuberculin 
tests is striking as compared to the low inci- 
dence of tuberculin-positive children in the 
average population. Even without proof that 
erythema nodosum is of tuberculous origin, 
one must conclude that erythema nodosum 
commonly occurs in association with tubercu- 
losis. On this continent, however, erythema 
nodosum occurs almost as frequently with 
other diseases as with tuberculosis. The lesions 
do not develop in all cases of tuberculosis, 
hemolytic Streptococcus infections, or coccidi- 
oidomycosis so that hereditary predisposition 
must play a part.—Erythema nodosum, L. I. 
Booth, Am. J. Dis. Child., June, 1968, 85: 
648.—(M. J. Small) 


Pulmonary Emphysema.—Nine patients with 
severe pulmonary emphysema were treated 
with pneumoperitoneum. Refills varying from 
800 to 1,000 ce. were given at weekly or bi- 
weekly intervals. Free abdominal fluid was 
noted in the course of treatment of 4 patients. 
Of the 9 patients, 6 were improved by the pro- 
cedure. Although diaphragmatic excursions 
were considerably increased, there was no 
comparable increase in the vital capacity. 
Antispasmodics were a valuable adjunct for 
patients with a tendency to bronchospasm. It 
is believed that the improvement in exercise 
tolerance was probably a reflection of the de- 
crease of residual air, although the psycho- 
logical effect of a new form of therapy was 
thought to be a factor of considerable impor- 
tance in the subjective response. Pulmonary 
emphysema treated by p 
D.C. Brackenridge & A T. Jones, Brit. M. 
J., May 23, 1953, No. 4820: 1136.—(E. A. 


Riley) 


Aerosol for Infections.—In a preliminary 
clinical study of new technique of inhalation 
therapy, there were 20 patients with broncho- 
pulmonary complications secondary to upper 
respiratory infections. Localized pneumonitis 
and acute bronchitis, occurring singly or in 
combination, were treated with an aerosol 
solution containing 2.5 per cent glycerin, 2.5 
per cent propylene glycol, and 0.25 per cent 
phenylephrine in distilled water. During each 
24-hour period, approximately one liter of this 
solution was nebulized into a head tent using 
an oxygen flow of 8 liters per minute. Treat- 
ment was continued until the patient was 
asymptomatic and the chest was clear on 
physical examination. Following the continu- 
ous deposition of aerosol on the bronchopul- 
monary mucosa, liquefaction with expulsion 
of retained secretions and control of edema 
occurred, There was also an increase in the 
total ventilatory capacity. The average pe- 
riod from the onset of symptoms to clearing 
of the chest was shorter by three days than 
in a control group. Within two to three hours 
a harsh nonproductive cough was converted to 
a loose productive one and chest pain rapidly 


disappeared. Although the difference between 
the two groups was not thought statistically 
significant, further studies are considered ad- 
visable.—Treatment of pulmonary complica- 
tions secondary to upper respiratory infections, 
R. Denton, E. A. Keller, A. A. Hoffman, & 
J. A. Jarman, U. 8. Armed Forces M. J., 
May, 1953, 4: 643.—(E. A. Riley) 


Printer’s Asthma.—Asthma developed in 
32 printers after exposure to a spray consist- 
ing of gum acacia and isopropyl alcohol, which 
is used in color printing. Of 63 printers ex- 
amined, 17 had no symptoms, 14 had early 
symptoms of sensitization, and 32 had definite 
asthma. There was no past or family history 
of allergy in 26 of the 32. The average dura- 
tion of exposure was 4.8 years. The onset was 
gradual in 28 and abrupt in 4. The symptoms 
were typical. The time taken for symptoms to 
subside after cessation of a single exposure 
ranged from less than one hour in 16 to six 
hours or more in 11. It was established that 
the asthma was due to sensitivity to the gum 
acacia in the spray fluid.—Printers’ asthma, 
P. B. 8. Fowler, Lancet, October 18, 1952, 2: 
765.—(A. G. Cohen) 


Visammin in Asthma.— The oral administra- 
tion of 120 mg. of visammin daily resulted in 
no bronchodilatation in 8 patients with chronic 
asthma. The intramuscular administration 
of 300 mg. of visammin in 6 patients with 
acute asthma caused no therapeutic effect.— 
Visammin as bronchodilator, G. L. Snider, 
M. M. Mosko, D. B. Radner, & D. A. Lang, 
J.A.M.A., December 6, 1962, 150: 1400.—(H. 
Abeles) 


Intermittent Positive Pressure Breathing.— 
Intermittent positive pressure breathing was 
used in 200 patients with chronic pulmonary 
disease. All of the patients were treated with 
100 per cent oxygen and aerosols of various 
medications administered by the Bennett 
pressure-therapy unit. Three types of aerosol 
material were used: bronchodilators, anti- 
biotics, and wetting agents. Treatment was 
given for twenty minutes, three times a day. 
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At the beginning of treatment, patients had 
a tendency to hyperventilate, leading occa- 
sionally to instances of mild tetany. Of 167 
patients with emphysema, 82 per cent im- 
proved. Of 35 patients with bronchiectasis, 89 
per cent showed some improvement. Similar 
results were achieved in 35 patients with 
asthma, in 20 patients with pneumonoconiosis, 
and in 22 patients with pulmonary fibrosis. 
The condition became worse in 1.5 per cent 
of the patients. Two patients died of spon- 
taneous pneumothorax.—Intermittent positive 
pressure breathing in emphysema of chronic 
lung disease, R. H. Smart, C. K. Davenport, 
& G. W. Pearson, J.A.M.A., December 6, 
1952, 150: 1885.—(H. Abeles) 


Elimination of Bronchial Secretions.—Re- 
tained bronchial secretions have been effec- 
tively eliminated by 2 physical techniques. 
The first method, the mechanical cough 
chamber, uses a modified immobilizing lung 
chamber; explosive decompression is com- 
bined with a differential compressing pressure 
on the chest wall and abdomen. The second 
method is called exsufflation. It depends on a 
full expansion of the lung by means of a 
negative pressure of 40 mm. of mercury in 
the conventional respirator. When this pres- 
sure is abruptly terminated, the relaxation 
pressure of the lungs and chest wall is largely 
responsible for a high expiratory volume flow 
rate. The use of these mechanisms cleared 
atelectasis in 8 patients with poliomyelitis. 
In the majority of 31 patients with bronchial 
asthma, pulmonary emphysema, and bron- 
chiectasis, cough and dyspnea were relieved, 
and mucopurulent sputum was eliminated.— 
Physical methods simulating cough mechanisms, 
use in poliomyelitis, bronchial asthma, pul- 
monary emphysema, and bronchiectasis, A. L. 
Barach, G. J. Beck, H. A. Bickerman, & H. E. 
Seanor, J.A.M.A., December 6, 1952, 150: 
1380.—(H. Abeles) 


Pulmonary Circulation in Diagnosis of Con- 
genital Heart Disease.—The clinical material 
on congenital heart disease at the Mallinck- 
rodt Institute of Radiology was reviewed to 


correlate the results of conventional roent- 
genographic examinations with data furnished 
subsequently by angiocardiography, cardiac 
catheterization, operative findings, or autopsy. 
Accurate evaluation of the pulmonary circula- 
tion was the single most important contribu- 
tion of the conventional examination. When 
the caliber of the pulmonary arterial tree pro- 
vided unequivocal evidence of either increased 
or decreased pulmonary blood flow, specialized 
diagnostic procedures were rarely necessary. 
The more complex procedures have been 
somewhat hazardous and limited in use. Fur- 
thermore, the single criterion of pulmonary 
blood flow cannot provide a simplified classi- 
fication of complex congenital malformations. 
The evaluation of pulmonary blood flow, the 
anamnestic data of cyanosis, and the electro- 
cardiographic estimation of ventricular hy- 
pertrophy together can provide a workable 
diagnostic scheme for preliminary screening. 
An immediate decision to undertake correc- 
tive surgery can be made in most cases when 
these data are available. It is important, how- 
ever, to point out that the roentgenographic 
method is not satisfactory to detect pulmo- 
nary hypertension. The pulmonary blood 
pressure may be significantly elevated without 
pulmonary vessels being dilated, so that pul- 
monary hypertension cannot be excluded on 
the basis of normal-sized pulmonary vessels.— 
The pulmonary circulation in the diagnosis of 
congenital heart disease, S. N. Marder, W. B. 
Seaman, & H. M. Wilson, J. Thoracic Surg., 
March, 1958, 25: 305.—(R. E. MacQuigg) 


Ductus Arteriosus.—Between 1947 and 
1951, 51 operations were performed on 53 
patients admitted to a chest surgical unit for 
ligation of a persistent ductus arteriosus. 
Spontaneous obliteration occurred in the 2 
remaining patients. The average age at opera- 
tion was nine years and 45 of the patients were 
female. In only 4 cases were there referable 
symptoms; in all others the ductus was diag- 
nosed on routine examination. Only 2 patients 
had symptoms of a superimposed endarteritis. 
Since the direction of blood is from aorta to 
pulmonary arte:}, veripheral emboli are rare 
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unless there is a reversal of shunt due to pres- 
sure changes. A high pulse pressure was com- 
mon, but could not be correlated with the 
size of the ductus. All of the patients exhibited 
the classical machinery murmur. This mur- 
mur, however, may be absent in very young 
children during cardiac failure or when the 
ductus becomes blocked by blood clot or vege- 
tations. Cardiac enlargement was present in 
16 cases of pure persistent ductus arteriosus. 
Of the series, 33 patients were not incapaci- 
tated by the anomaly; 7 patients had proved 
endarteritis; and an additional 5 were prob- 
ably infected. Six patients had other vascular 
anomalies. All cases were ligated with heavy 
silk. No recurrences have developed although 
a systolic pulmonic murmur often persisted 
for some time after ligation. There was one 
postoperative death, and 10 physically handi- 
capped patients made a complete recovery. 
It is believed that the optimum operable age 
is approximately seven years.— Analysis of 50 
cases of persistent ductus arteriosus., F. Starer, 
Brit. M. J., May 2, 1958, No. 4817: 971.— 
(BE. A. Riley) 


Unusual Pulmonary Aneurysm.—In the 
conglomerate group of aneurysms of the pul- 
monary artery reported by Deterling and 
Clagett, the average life span was 42.8 years 
in men and 39.3 years in women. Of the 142 
patients whose ages were known, 30 per cent 
died before the age of thirty years. Thus, sur- 
gical treatment is essential for an isolated 
aneurysm of the pulmonary artery. A 28-year- 
old man had a systolic murmur, first discov- 
ered when he was five years old, in his left 
thorax and a pulsating mass which was seen 
radioscopically in the same area. The oxygen 
saturation of the arterial and right heart blood 
was normal, supporting the other findings 
which suggested an aneurysm. The early age 
at which the murmur was found and the ab- 
sence of other etiologic factors suggested a 
congenital pulmonary aneurysm. Pulmonary 
and systolic hypertension was a unique finding 
which might have been due either to decreased 
pulmonary arterial distensibility or to a de- 
creased systolic runoff. The patient made an 
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uneventful recovery from a successful lobec- 
tomy, but postoperatively he still had a sys- 
tolie murmur in the left thorax only slightly 
less intense than the original. The persistence 
of this murmur after operation could not be 
explained, but it may have indicated that 
other pulmonary arteries were similarly, al- 
though less, affected by a degenerative process 
—Unusual aneurysm of a pulmonary artery, 
A. A. MacKenzie & O. T. Clagett, J. Thoracic 
Surg., May, 1958, 25: 624.—(R. E. MacQuigg) 


Traumatic Cardiac Septal Defect.—A trau- 
matically acquired septal defect was demon- 
strated by cardiac catheterization and one 
year after the injury the patient was in good 
general condition with no limitation of his 
physical activity. A large pulmonary blood 
flow persists and may ultimately lead to dis- 
abling pulmonary vascular disease. The fact 
that this patient has survived after major 
cardiac trauma and maintains good cardiac 
compensation is further evidence that an ac- 
quired cardiac septal defect may not be incom- 
patible with life. Three previously reported 
patients with similar lesions were alive and 
well four months to twelve years following the 
cardiac injury —Traumatic cardiac septal de- 
fect, P. H. Guilfohl & J.T. Doyle, J. Thoracic 
Surg., May, 1953, 25: 510.—(R. E. MacQuigg) 


Heart Wounds.—After cardiac injury, 
blood should be aspirated from the pericardial 
sac only when the pulmonary fields are clear 
roentgenographically in the presence of signs 
and symptoms referable to heart tamponade, 
or when time to prepare for pericardiotomy 
must be gained for a patient in ertremis with 
cardiac tamponade. Pericardial aspiration 
should not be routinely used as shown by the 
following: (1) Of 3 patients aspirated in the 
operating room, one died before surgery could 
be instituted; from another nothing could be 
aspirated, yet operation immediately there- 
after disclosed numerous large clots; from the 
third patient, 5 cc. of serous fluid was aspi- 
rated without benefit and, immediately fol- 
lowing the tap thoracotomy, frank blood was 
revealed in the pericardial sac. (2) In approxi- 
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mately half of the cases studied, large clots 
are found in the pericardial sac. (3) After ces- 
sation of hemorrhage, a thrombus usually re- 
mains and organizes in the unsutured ven- 
tricles. This causes a relatively thin cicatrix 
to form in the region of the epicardial opening. 
The remainder of the wound tract may per- 
sist as a space connected with the heart cham- 
bers. (4) Aspiration, as usually done with the 
patient supine, may be hazardous and injure 
the coronary vessels or myocardium. This 
danger is increased in tamponade because the 
heart is pushed forward by the blood. (5) Ex- 
ploratory thoracotomy involves a minimal 
risk even to critically ill patients as evidenced 
by a series of 10 consecutive cases of heart 
wounds treated successfully by pericardiotomy 
and cardiorrhaphy. The pericardial sac was 
always left wide open and the postoperative 
management was similar to that of any trans- 
pleural procedure. The diagnosis of heart in- 
jury should be made on the basis of history 
and physical examination rather than upon 
roentgenographic studies, venous pressure 
readings, or electrocardiographic tracings, 


which may be useful adjuncts.—Personal ez- 
periences with ten consecutive cases of heart 
wound treated successfully by pericardiotomy 
and cardiorrhaphy, E. A. Naclerio, A. deL. 
Maynard, & J. W. V. Cordice, Jr., J. Thoracic 
Surg., May, 1958, 25: 448.—(R. E. MacQuigg) 


Infected Arteriovenous Fistula in Lung.— 
A man aged fifty-eight, who had multiple 
hereditary telangiectases and a previous his- 
tory of polycythemia, was admitted with a 
two-week history of fever. Staphylococcus pyo- 
genes was found on blood culture, but it was 
thought to be a contaminant, and a genito- 
urinary tract infection was diagnosed. A re- 
lapse after successful treatment, however, lead 
to further investigation. Repeated blood cul- 
tures then showed the same organism. A mur- 
mur was heard over the right anterior chest 
and radiography of the chest showed a shadow 
in the middle lobe. A diagnosis of arterio- 
venous fistula of the lung was made, and it 
was postulated that a bacteria endarteritis in 
the fistula was the cause of the sepsis. This 


opinion was strengthened by a change in the 
character of the murmur. An excellent re- 
sponse was obtained with penicillin and Aureo- 
mycin. Lobectomy was then recommended 
but the patient refused.—IJnfected arterio- 
venous fistula in the lung, F. H. Stevenson, 
Lancet, March 28, 1958, 1: 626.—(A. G. 
Cohen) 


Traumatic Chylothorax.—When there are 
signs and symptoms of pleural effusion fol- 
lowing trauma, traumatic chylothorax can 
usually be diagnosed without difficulty by as- 
pirating characteristic milky fluid. Ingestion 
of lipophilic dye is valuable as a diagnosis pro- 
cedure and as an aid in identifying the thoracic 
duct for ligation below the point of rupture. 
The plan of management should include the 
following: (1) the protein lost in the chyle 
should be replaced by intravenous protein hy- 
drolysates as well as high protein diets; (2) 
the chyle should be removed from the pleural 
cavity to prevent collapse of the lung with 
pleural thickening and subsequent respiratory 
embarrassment; if the chyle collects rapidly 
and repeatedly, intercostal drainage may be 
instituted; (3) the thoracic ducts should be 
ligated only when these simpler methods of 
therapy fail. In one case, conservative meas- 
ures failed because the chylothorax was locu- 
lated and the chyle could not be aspirated. 
The use of streptokinase and streptodornase 
overcame this complication.—Traumatic chy- 
lothoraz, A. M. Sabety, J. J. Thompson, & 
H. Halprin, Am. J. Med., June, 1953, 14: 
770.—(T. H. Noehren) 


Crushing Chest Injuries.—The high mor- 
tality rate of severe crushing chest injuries is 
due to serious derangements of cardiorespira- 
tory physiology. The initial therapeutic efforts 
should be directed toward maintaining an ade- 
quate airway with an endotracheal tube, as- 
piration by transnasal catheter, bronchoscopy, 
or tracheotomy. Intermittent catheter and 
bronchoscopic aspiration fails to stimulate 
sufficient cough to clear secretions from the 
major bronchi. Retention is particularly likely 
on the left side where the sharp angulation of 
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the main stem bronchus hinders the passage 
of the catheter into the lumen. Manipulation 
of the patient during aspiration is often tol- 
erated poorly, and the inevitable trauma of the 
larynx and vocal cords may produce edema. 
Tracheotomy has all the advantages of these 
procedures and, particularly when there is 
progressive mediastinal emphysema, assures 
a patent airway, thus reducing the spread of the 
interstitial air. In entering the tracheal stoma, 
air by-passes an important humidifying area 
so that bronchial secretions may become in- 
spissated and resist removal. This can be 
avoided by exposing the patient to a humid 
atmosphere or by utilizing aerosol antibiotics. 
The use of adhesive plaster to stabilize the 
chest wall should be avoided; immobilization 
can be achieved only by strapping the chest 
bilaterally, and this markedly reduces cough- 
ing. This may be very detrimental for a pa- 
tient with a diminished respiratory reserve. 
Excoriation of the skin by the adhesive is com- 
mon, is uncomfortable, and invites infection. 
Sandbags are ineffective. Skeletal traction is 
the preferred method of stabilizing a portion of 
the chest cage. Stabilization usually requires 
ten to fourteen days. The severe pain often 
associated with crushing injuries decreases re- 
spiratory excursions, makes coughing ineffec- 
tive, and furthers the retention of secretions. 
Morphine or other narcotics should be used 
sparingly, and regional nerve blocks are pre- 
ferred for controlling pain. The complication 
of pneumothorax in a severely ill patient with 
multiple fractures should be treated by means 
of an intercostal catheter attached to gentle 
negative suction. The risk of infection is no 
higher than that following repeated thora- 
centesis.—Severe crush injuries of the chest: 
Some problems in management, P. E. Bernatz, 
J. W. Kirklin, & A. M. Olsen, Proc. Staff 
Meet., Mayo Clin., April 8, 1953, 28: 193.— 
(BE. A. Riley) 


Therapy of Spontaneous Pneumothorax.— 
The following treatment for spontaneous 
pneumothorax gave good results and is recom- 
mended: Talcum is unsufflated under thoraco- 
scopic control in order to produce localized 


irritation of the pleura, which is permeable to 
air. Following this procedure, continuous as- 
piration of the pleural air with the help of a 
suction pump is done for a few days.—Zur 
neuzeitlichen, rationellen Therapie des Spon- 
tanpneumothoraz, M. Sattler, Wien. klin. 
Wehnschr., June 12, 1958, 65: 607.—(G. C. 
Leiner) 


Resection for Blastomycosis.—In 2 cases 
pulmonary resection was employed for blasto- 
mycosis; one patient with a discrete nodular 
lesion obtained an excellent result without 
other therapy. The second patient, with acute 
progressive disease, suffered an early relapse. 
These 2 cases are the first in which lobectomy 
has been employed in the treatment of pulmo- 
nary blastomycosis. The excellent result ob- 
tained in the first case suggests that resection 
should be considered for some cases of blasto- 
mycosis. The prompt recurrence of disease in 
the other case indicates that resection alone 
is insufficient to control intense, poorly local- 
ized, progressive, blastomycotic lesions.— 
Pulmonary resection in the treatment of blasto- 
mycosis, H. A. Buechner, A. E. Anderson, L. 
H. Strug, J. H. Seabury, & J. W. Peabody, 
Jr., J. Thoracic Surg., May, 1953, 25: 468.— 
(R. EB. MacQQuigg) 


Lobectomy for Emphysema in Infancy.— 
Severe obstructive emphysema, most marked 
in a single lobe, was observed in 4 infants. In 
2, the left upper lobe was involved; and in the 
others, the right middle lobe. Lobectomy was 
performed in each, the youngest having been 
six days old and the oldest eight months old. 
Each of the removed lobes showed marked 
emphysema. There was neither infection nor 
specific bronchial obstruction. The obstruc- 
tive emphysema may have been due to a 
check-valve mechanism produced by abnor- 
mal flaccidity of the bronchi. Each of the 
infants was improved by lobectomy, but, in 
contrast to other reported cases, all had re- 
spiratory symptoms following discharge. In 
2 of the infants there was roentgenographic 
evidence of emphysema in other portions of 
the lungs following operation and the bron- 
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chial abnormality may also have involved 
other portions of the bronchial tree-—Lobar 
obstructive emphysema in infancy treated by 
lobectomy, H. Sloan, J. Thoracic Surg., July, 
1953, 26: 1.—(R. E. MacQuigg) 


Prevention of Postoperative Atelectasis.— 
After operation, the normal mechanisms for 
clearing out the bronchial secretion are im- 
paired and the nature of the secretions may 
change. Then sputum is retained in the 
bronchi, leading to atelectasis. The preven- 
tion of postoperative atelectasis depends upon 
preventing the retention of sputum. The risk 
is high when one or more of the following fac- 
tors is present: (1) a history of bronchitis, (2) 
clinical or radiologic evidence of bronchitis, (3) 
recent acute upper respiratory infection, or (4) 
abdominal operations, especially gastrectomy, 
cholecystectomy, and repair of inguinal her- 
nia. Smokers and elderly men are especially 
high-risk cases. Routine measures previously 
used at the hospital, viz., procaine penicillin 
injections and breathing exercises, before and 
after operation failed to prevent atelectasis. 
A trial was then made of (/) postural drainage 
with vibratory and clapping percussion and 
(2) inhalation of isoprenaline before and after 
operation. Preoperatively, the patient inhaled 
orally 1.0 ce. of 1.0 per cent isoprenaline by 
hand nebulizer three times a day. This was 
followed by fifteen to twenty minutes of pos- 
tural drainage, accompanied by clapping and 
vibration percussion to the chest wall. The 
cases required as long as two weeks’ prepara- 
tion. As soon as consciousness was regained 
postoperatively, an inhalation of isoprenaline 
was given and then repeated every six hours. 
As soon as the general condition permitted, 
postural drainage was begun. Treatment was 
continued as long as sputum was produced but 
not less than five days. If there was clinical 
or radiologic evidence of atelectasis, the treat- 
ment was given hourly. An unselected series 
of 180 patients admitted for hernia repair or 
gastrectomy was divided into two groups who 
were treated as follows: (/) as outlined above, 
and (2) breathing exercises before and after 
operation. In addition, patients of both groups 


received 600,000 units of procaine penicillin 
twice daily before and after operation. Roent- 
genograms were taken before and after opera- 
tion. In group 1, 8 patients (9 per cent) showed 
evidence of atelectasis, as compared to 30 (33 
per cent) in group 2. Neither postural drain- 
age nor bronchodilation singly was as effec- 
tive. When the secretion was extremely viscid, 
steam inhalations were used as well.—The 
prevention of postoperative pulmonary atelectasis, 
K.N. V. Palmer & B. A. Sellick, Lancet, Jan- 
uary 24, 1953. 1: 164.—(A. G. Cohen) 


Acidosis During Thoracotomy in the Prone 
Position.—Preoperative sedation, depth of 
ether anesthesia, and an open pneumothorax 
are the principal factors which cause carbon 
dioxide to be retained in the arterial blood 
during thoracic surgery. Among the other fac- 
tors are ligation of a bronchus before ligating 
the pulmonary vessels, an open bronchus dur- 
ing lobectomy or pneumonectomy, circulation 
of blood through inadequately ventilated pul- 
monary tissue, impairment of pulmonary sys- 
temic circulation, and diminished blood flow 
through the lung. The Overholt prone position 
did not aid in the excretion of carbon monoxide 
during thoracic surgery. Dangerously high 
levels of carbon dioxide tension were encoun- 
tered when the hemithorax was opened and 
the patients were allowed to breathe sponta- 
neously during ether anesthesia. The pH also 
fell and the carbon dioxide tension rose during 
the surgical stage of ether anesthesia with the 
intact patient in the prone position. Carbon 
dioxide accumulated as often and as severely 
during lobectomy as during pneumonectomy. 
The severity of respiratory acidosis was not a 
function of time but rather of the depth of 
anesthesia during intrathoracic surgery.— Re- 
spiratory acidosis during intrathoracic surgery: 
The (Overholt) prone position, B. E. Etsten, J. 
Thoracic Surg., March, 1958, 25: 286.—(R. 
E. MacQuigg) 


Esophageal Hernias.—Microscopic studies 
indicate that at the junction of esophagus and 
diaphragm there is an agglomeration of muscle 
fibers and loose fibrous tissue which allows the 
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free movement of the esophagus which is es- 
sential for normal respiratory motion of the 
diaphragm. The normal junction between the 
stratified squamous epithelium of the esopha- 
gus and the gastric mucosa is always below 
the diaphragm. Autopsy studies on 50 con- 
secutive necropsies indicate a patent hiatus in 
26 per cent so that herniation above the dia- 
phragm should easily be possible. The dia- 
phragmatie openings for the aorta and infe- 
rior vena cava were always firmly closed so 
that herniation in these sites would be actually 
impossible. Patency was present only in the 
anterior and left lateral part of the hiatus.— 
Sliding hernias through the esophageal hiatus, 
G. Rio-Solans, Brit. M. J., May 9, 1953, No. 
4818: 1029.—(E. A. Riley) 


Solitary Pleural Mesotheliomas.—The soli- 
tary or localized fibrous mesothelioma de- 
seribed by Stout and Murray in 1942 is a rare 
tumor but far more common than diffuse 
mesothelioma. Because it tends to remain lo- 
calized or to metastasize slowly and locally, 
surgical extirpation may eradicate the solitary 
type. The diffuse mesotheliomas are highly 
malignant and contain epithelial elements in a 
tubular pattern throughout a fibrous stroma. 
The solitary mesotheliomas contain no epi- 
thelial cells and usually show only intrapleural 
extensions from their pleural origin. To 11 
previously described cases of benign and 
malignant solitary pleural mesothelioma, 6 
new cases of benign solitary fibrous meso- 
thelioma are added. Three cases of extensive 
pulmonary osteoarthropathy occurred in pa- 
tients with long-standing extremely large 
tumors. Removal of the pleural tumor was 
followed in each case by rapid and complete 
regression of the osteoarthropathy. The club- 
bing cannot be really explained but the large 
tumors which gave rise to it may have com- 
pressed a significant amount of lung. The un- 
ventilated part of the lung continued to be 
profused and so may have produced signifi- 
cant chronic hypoxia. Surgical removal is the 
only satisfactory therapy for solitary pleural 
mesothelioma, whether benign or malignant.— 
Solitary pleural mesotheliomas, H. W. Benoit, 


Jr., and L. V. Ackerman, J. Thoracic Surg., 
April, 1953, 25: 346.—(R. E. MacQuigg) 


Bronchial Adenomas of Mucous Glands.— 
A rare benign adenoma of mucous gland origin 
was found in the right lower lung lobe of a 54- 
year-old man. The roentgenograms suggested 
segmental atelectasis. A small tumor was seen 
in the right lower lobe bronchus on broncho- 
scopic examination. After segmental resection 
of the right lower lobe, the patient made an 
uneventful recovery.—Bronchial adenomas 
arising in mucous glands: Illustrative case, J. 
H. Ramsey & D. L. Reimann, Am. J. Path., 
March-April, 1953, 29: 339.—(J. S. Woolley) 


Intrathoracic Neurofibromas of Vagus 
Nerve.—In a case of neurofibromatosis (von 
Recklinghausen’s disease), neurofibromas of 
the vagus nerve in the superior mediastinum 
were associated with pectus excavatum, caus- 
ing cardiac symptoms. There have been no 
recent cases of pectus excavatum associated 
with nerve tumor, but Siebner in 1932 reported 
a neurofibroma of the cervical vagus of a pa- 
tient with a deformed chest resembling pectus 
excavatum but said to be due to rickets. In the 
present case the neurofibroma was success- 
fully removed with a segment of the vagus 
nerve. Tachycardia persisted for seven days 
following resection of the tumor and there was 
hoarseness due to left abductor vocal cord 
paralysis. Eleven days after removal of the 
tumor, the pectus excavatum, which was lim- 
ited to the left costal cartilages, was corrected. 
Ten months postoperatively the patient was 
entirely free of the cardiac symptoms which 
had been present since childhood.—Neuro- 
fibromatosis with intrathoracic neurofibromas of 
vague nerve, F. Gerbode & G. S. Marguiles, J. 
Thoracic Surg., April, 1953, 25: 429.—(R. E. 
MacQuigg) 


Intrapericardial Dissection for Bronchio- 
genic Carcinoma.—The general principles of 
cancer surgery require en bloc dissection of the 
tumor and surrounding involved structures in 
operations for cancer of the lung. Allison first 
included the intrapericardial portion of vessels 


and mediastinal nodes during pneumonectomy 

and showed that the operative mortality actu- 
ally decreased. In this country, Gibbon and 
his co-workers first stressed the merits of in- 
trapericardial ligation and division of vessels 
when dealing with bronchiogenic carcinoma. 
In 10 of 20 reported pneumonectomies, such 
a procedure was essential to resect the lesion 
at all. Later, Healey and Gibbon performed 
44 of 102 pneumonectomies with this tech- 
nique. In many cases of carcinoma, the lung 
can be removed without entering the peri- 
cardium but the latter step allows more exten- 
sive removal of tissue. It cannot yet be de- 
cided whether such an approach is advisable 
in all operations for bronchiogenic carcinoma. 
At present lobectomy is indicated for periph- 
eral carcinoma of the lung without nodal in- 
volvement. If the lesion is centrally located, 
small, and without local extension or signifi- 
cant involvement of lymph nodes, pneumo- 
nectomy is preferable.—Intrapericardial dis- 
section tn left pneumonectomy for bronchiogenic 
carcinoma, J. W. Kirklin & R. W. Jampolis, 
J. Thoracic Surg., March, 1953, 25: 280.— 
(R. EB. MacQuigg) 


Pancoast Syndrome Due to Resectable 
Carcinoma.—Bronchiogenic carcinoma arising 
in the apex of the lung and producing the su- 
perior sulcus or Pancoast syndrome has been 
uniformly fatal. The first successful surgical 
attack in such a case was made by resecting 
the tumor and adjacent involved structures, 
including nerve roots T;, Cs, and C;. Post- 
operative radiation was given and the patient 
remained well with no recurrence two and 
one-half years after the procedure. A cure can- 
not be claimed but palliation has been excel- 
lent; the patient has only mild to moderate 
burning sensations in the right hand and re- 
quires no medication. He has adjusted to the 
attendant paralysis and believes that his 
right arm is still useful. The Pancoast syn- 
drome can be caused by any expanding lesion 
in the superior thoracic inlet. It usually is due 
to a malignant tumor, but can accompany a 
benign tumor or a non-neoplastic process, such 
as tuberculoma or even nonspecific pnevmo- 
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nitis. Any persistent neuritic pain in the upper 
lobe region should be thoroughly investigated 
and early exploration considered. Even if the 
lesion is malignant, resection may give impor- 
tant palliative benefits in an extremely dis- 
tressing type of tumor.—Pancoast syndrome 
due to bronchiogenic carcinoma: Successful sur- 
gical removal and postoperative irradiation, W. 
M. Chardack & J. D. MacCallum, J. Thoracic 
Surg., April, 1953, 25: 402—(R. E. Mae- 
Quigg) 


Etiology of Cancer of Lung.—There has 
been a real increase in the incidence of car- 
cinoma of the lung in the past twenty-five 
years. Since this rise may be due to some fac- 
tor or factors to which the general population 
has been more exposed in this century than in 
the past, an investigation of occupational and 
personal factors in 100 cases of carcinoma of 
the lung was undertaken. Comparable controls 
were selected from among patients not known 
or suspected to be suffering from cancer. 
There were 93 men and 7 women. A separation 
into two occupational groups, sedentary and 
manual, did not reveal any significant differ- 
ence in incidence. A study of possible exposure 
to dusts, fumes, et cetera, likewise failed to 
show anything significant. There was no sig- 
nificant difference in the percentage of cancer 
and control cases living in industrial areas. 
There was no significant difference between 
the percentage of non-smokers in the cancer 
and control group. The amount of smoking in 
the cancer group was larger, however, than in 
the control. Also, a significantly higher pro- 
portion of the smokers who had cancer had 
smoked more than 20 cigarettes a day than 
had the smokers in the control group. Heavy 
smoking of cigarettes may be a factor in the 
etiology of carcinoma of the lung.—Occupa- 
tional and personal factors in the etiology of 
carcinoma of the lung, R. B. McConnell, K. 
C. T. Gordon, & T. Jones, Lancet, October 4, 
1952, 2: 651.—(A. G. Cohen) 


Sputum Diagnosis of Bronchogenic Car- 
cinoma.—Sputum smears, fixed in 70 per cent 
alcohol and stained with hematoxylin-eosin, 
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from 120 patients with proved bronchogenic 
carcinoma showed definite tumor cells in 15 
eases (12.5 per cent), suspicious cells in 28 
(23.3 per cent), and no tumor cells in 77 (64.2 
per cent). Of 35 patients with questionable 
bronchogenic carcinoma, the sputa showed 
definite tumor cells in 4, suspicious cells in 15, 
no tumor cells in 16. Of 169 patients without 
bronchogenic carcinoma, definite tumor cells 
were present in 3 sputa, suspicious cells in 32, 
no tumor cells in 134.—Zur zytologischen Diag- 
nose des primaeren Lungenkrebses, H.O. Suess, 
Wien. klin. Wehnachr., June 5, 1968, 65: 493. 
—(G.C. Leiner) 


Carcinoma Cells in Pleural Fluid.—Carci- 
noma cells have been observed in serous effu- 
sions for more than fifty years but the advent 
of cytologic examination of the sputum for 
suspected bronchiogenic carcinoma may have 
reduced the importance of the routine exami- 
nation of pleural fluid for carcinoma cells. 
Hence, the examination of pleural fluid in 
cases of suspected primary bronchiogenic car- 
cinoma was re-evaluated. From 1947 through 
1952, 332 cases were studied and carcinoma 
cells were found in 112. Positive results were 
obtained in 88 cases at the first examination, 
and in the other 24 cases at the second exami- 
nation. Only one false positive result was ob- 
served. Bronchiogenic carcinoma was proved 
in 56 of the 112 cases in which malignant cells 
were found. The tumor appeared clinically 
to be operable in 6 of these 56 cases, but in 5 
thoracotomy proved it to be irresectable, leav- 
ing only one case in which the lesion was re- 
sected. Malignant neoplasm, originating out- 
side the thoracic cavity, was found in 43 cases, 
lymphoblastoma in 5, and unknown pathology 
in 7.—Ezamination of pleural fluid for carci- 
noma cells, G. G. Graham, J. R. McDonald, 
O. T. Clagett, & H. W. Schmidt, J. Thoracic 
Surg., April, 1963, 25: 366—(R. E. Mac- 
Quigg) 


Differential Diagnosis of Effusions.—The 
Weltmann coagulation test can be done with 
serum as well as with effusions. In 136 pa- 
tients, 583 Weltmann coagulation tests were 


done with serum and 469 tests with various 
effusions, including 316 pleural, 149 ascitic, 
2 pericardial, and 2 knee-joint effusions. A 
similar result of the Weltmann reaction with 
serum and effusion speaks in favor of a pure 
transudate. The reaction with the effusion is 
more shortened than with serum in the pres- 
ence of an inflammatory or neoplastic exu- 
date. With mixed effusions of transudate plus 
exudate, the results are indefinite —Zur Patho- 
genese und Differentialdiagnose von Hoéhlener- 
gissen (Weltmann—Reaktion in Punktaten), 
R. Traub, Wien. klin. Wehnachr., April 24, 
1963, 65: 322.—(G. C. Leiner) 


Water-Soluble Bronchography Compounds. 
—Five different adsorbable, water-soluble so- 
lutions for bronchography have, as their con- 
trast medium, iodopyracet (Diodrast) or a 
closely related product. Of 56 consecutive 
bronchograms performed with Methocel-Dio- 
drast, 33.3 per cent were unsatisfactory. These 
results are similar to those with other water- 
soluble compounds. Of 528 bronchograms per- 
formed with Lipiodol, however, only 15.9 per 
cent were considered unsatisfactory. Two 
deaths followed bronchography in which 
Methocel-Diodrast and Methocel-Urokon 
were used, and it is likely that the high mo- 
lecular carbohydrate base precipitated the 
fatal anaphylactic reactions. These newer 
media tend to cause rather severe broncho- 
spasm, and it is more difficult to eliminate 
coughing with iodopyracet compounds than 
with iodized oil. The currently available water- 
soluble compounds for bronchography, when 
used intelligently, are a valuable adjunct to 
the diagnosis of pulmonary disease but they 
are not ideal agents for bronchography.— 
Clinical experience with the water-soluble bron- 
chography compounds, M. E. Peck, A. J. 
Neerken, & E. Salzman, J. Thoracic Surg., 
March, 1953, 25: 234.—(R. E. MacQuigg) 


Catheter for Bronchospirometry.—The Car- 
lens bronchial catheter has been the most use- 
ful of the double lumen instruments. To im- 
prove it further, the Carlens model has been 
modified as follows: (1) A wire spiral is incor- 
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porated throughout the length of the catheter. 
(2) A malleable strip at the level of the open- 
ing for the right stem bronchus passes some 
distance into the tube for the left stem bron- 
chus. (3) The hook for engaging the carina, 
instead of being semirigid rubber, is made of 
a thin watch spring covered with latex. This 
hook when passing between the vocal cords 
is held down by a sleeve distal to the balloon 
used for occluding the left stem bronchus. 
(4) Radiopaque material is incorporated in 
the tube at the level of the 2 distal balloons 
as well as at the tip of the tube passing into 
the left stem bronchus. With this new cathe- 
ter, no metal introducer is needed and kinking 
is minimized. This catheter can be passed 
more easily when the patient’s trachea is 
deviated, and the malleable strip enables the 
catheter to be bent to a convenient angle for 
passing between the cords under direct vision. 
Air flow resistance tests show that this cathe- 
ter has a lower resistance than any other 
double lumen catheter—A double lumen 
catheter for bronchospirometry, K. Marsh, J. 
Thoracic Surg., May, 1953, 25: 495.—(R. E. 
MacQuigg) 


Analysis of Expired Air.—In emphysema- 
tous patients the composition of the expired 
air varies with the volume expired. This has 
been interpreted as evidence of poor spatial 
correlation between ventilation and perfusion 
in emphysematous lungs. To test this further, 
a method has been devised for continuously 
recording the carbon dioxide content of 
respired air. The patient breathes into a 
Benedict spirometer fitted with a carbon 
dioxide absorber. Attached to the wheel of 
the spirometer is a potentiometer which gives 
an electrical record of the amount of air in 
the well at any moment. A side tube to the 
mouthpiece is connected by a short length of 
rubber tubing to the analyzer. Air is drawn 
at a rate of approximately 30 ml. per second 
from the mouthpiece through the analyzer 
by a small electric pump and is then returned 
to the spirometer well. In this way, the 
respired gases are continuously sampled with- 
out disturbing the registration of their volume. 


An abnormal pattern has been recorded in 
emphysema and there was no improvement 
in this pattern following the use of broncho- 
dilator sprays.— Automatic fractional analysis 
of expired air as a clinical test, A. C. Dorn- 
horst, 8S. J. G. Semple, & I. N. Young, Lancet, 
February 21, 1953, 1: 870.—(A. G. Cohen) 


Maximum Breathing Capacity and Saline 
Infusion Test.—The widening scope of tho- 
racic surgery has increased the need for 
simple means to evaluate the pulmonary 
reserves of the preoperative patient. The only 
special procedure now recommended by the 
Subcommittee on Pulmonary Function Tests 
of the American Trudeau Society is the deter- 
mination of the maximum breathing capacity. 
Normal values for this test vary as much as 
32 per cent, according to the type of appa- 
ratus used and the resistance it offers to 
breathing. A healthy person may deviate as 
much as 25 to 35 per cent from the mean 
group value and reduction in the maximum 
breathing capacity must be large to be sig- 
nificant. Because of their relative simplicity, 
the maximum breathing capacity test and 
the saline infusion test of Caughy were se- 
lected as routine preoperative procedures on 
all thoracic patients. Routine electrocardio- 
grams and saline infusion tests were not help- 
ful in the preoperative evaluation of 100 con- 
secutive patients on whom open chest opera- 
tions were performed. Every patient with an 
abnormal saline infusion test had a normal 
preoperative electrocardiogram, and every 
patient with an abnormal electrocardiogram 
had a normal saline infusion test. The maxi- 
mum breathing capacity was helpful in 
evaluating the degree of ventilatory disability 
in these patients.—Marimum breathing ca- 
pacity and the saline infusion test, W. G. Gob- 
bel, Jr., T. S. Reeve, A. Stranahan, & J. 
Hughes, J. Thoracic Surg., May, 1968, 25: 
498.—(R. E. MacQQuigg) 


Venous Bronchopulmonary Collateral Cir- 
culation.—In fibrosing pulmonary diseases, 
the collateral blood supply of the lungs gains 
in relative importance. In part, this results 


20 ABSTRACTS 


from obliteration of the pulmonary arterial 
and capillary bed; in part, from expansion 
of the bronchial arterial system. Concomi- 
tantly, large precapillary anastomoses appear 
between the two arterial circulations at those 
points where the high pressure systemic circu- 
lation communicates directly with the low 
pressure pulmonary circulation. Unsaturated 
blood in the pulmonary artery is thereby 
shunted away from the diseased parenchyma. 
These communications or anastomoses may 
also increase the resistance to pulmonary 
blood flow and so contribute to the develop- 
ment of pulmonary hypertension. Indeed, 
blood can be forced through them from the 
systemic circuit into the pulmonary artery 
and thence retrograde toward the hilum. To 
investigate these phenomena further, vinylite 
bronchovascular casts were made of post- 
mortem specimens. More than 140 casts were 
studied, including 65 from persons of various 
ages in whom there was no evidence of pul- 
monary disease. Pulmonary casts from 8 cases 
of serious emphysema provided evidence 
that in certain chronic pulmonary diseases, 
notably emphysema, the bronchopulmonary 
venous, as well as the arterial, circulation 
is greatly expanded. Since the bronchopul- 
monary veins communicate at many points 
with the pulmonary veins, they provide a 
by-pass if the latter are occluded. In their 
expanded state, these bronchopulmonary 
veins constitute a significant shunt between 
the right and left auricles. The flow is prob- 
ably from left to right until the valves at the 
junctions between the bronchopulmonary 
and azygos veins become incompetent, as 
usually occurs in advanced emphysema. The 
flow then reverses. Pressure differentials on 
the two sides, however, are usually small; 
the volume and direction of flow under vari- 
ous circumstances have not yet been investi- 
gated. The mechanisms by which the broncho- 
pulmonary venous collateral circulation de- 
velops are not well understood. Changes in 
the respiratory pumping action would affect 
the pulmonary venules to a greater degree 
than the more protected bronchopulmonary 
venules. The development of increased inter- 


stitial tissue and muscle in the diseased lung 
may also be important. To understand the 
circulation in pulmonary disease, it will be 
necessary to consider these expanded venous 
shunts between the right and left sides of 
the heart, as well as the increased bronchial 
between the two arterial systems.—The 
bronchopulmonary venous collateral circulation 
with special reference to emphysema, A. A. 
Lubow, Am. J. Path., March-April, 19638, 
29: 261.—(J. S. Woolley) 


ANTIMICROBIAL THERAPY 


Isoniazid for Primary Tuberculosis.— 
Isoniazid was administered for primary 
tuberculosis to 60 children between the ages 
of eighteen months and six years. An addi- 
tional 10 children had pulmonary lesions in 
the course of tuberculous meningitis. The daily 
dosage ranged from 4 to 12 mg. per kg. 
Tolerance was excellent although a few tran- 
sient reactions of skin eruptions, fever, and 
vomiting were seen in patients with the higher 
doses. Among the 60 cases of primary tuber- 
culosis, 30 were of low-grade activity and 
were treated with isoniazid alone; in 15 more 
active cases, isoniazid was given with p-amino- 
salicylic acid (PAS); in 9 of the most active 
and serious cases, isoniazid was given with 
streptomycin; and, in 6 others, with strepto- 
mycin and PAS. Isoniazid alone did not 
appreciably affect the general condition or 
the weight. The intensity of the tuberculin 
reaction remained unchanged in 79 per cent, 
decreased in 12 per cent, and increased in 
9 per cent. Endobronchial manifestations and 
tuberculous adenopathies were not influ- 
enced by isoniazid nor could any effect be 
seen in older primary infiltrations. The effect 
of isoniazid in combination with PAS was 
slightly superior to that of either drug alone 
so far as appetite and general condition was 
concerned, but there was no roentgenographic 
change. The combination of isoniazid and 
streptomycin was more definitely beneficial 
with notable improvement in the general 
condition. Fresh primary infiltrations ab- 
sorbed more rapidly than is usually seen with 
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chemotherapy, but there was little or no effect 
on adenopathies and on large homogeneous 
consolidations. Of 9 severe cases, 2 pro- 
gressed after three months while still being 
treated. Results in the group of 6 patients 
with grave primary tuberculosis treated with 
isoniazid, streptomycin, and PAS are equivo- 
cal since there were equal numbers of spec- 
tacular improvements, worsenings, and 
stationary findings. Pulmonary lesions in 
the 10 cases of tuberculous meningitis re- 
sponded well to concomitant isoniazid, 
streptomycin, and PAS. Adenopathies were 
not influenced. Isoniazid should not be given 
for uncomplicated primary tuberculosis; for 
severe, toxic, febrile, cavitary forms, iso- 
niazid should be given from the outset in 
combination with streptomycin and PAS.— 
Action tuberculostatique de 'I.N.H. dans la 
tuberculose de l'enfant, A. Breton, Rev. de la 
tuberc., 1958, 17: 71.—(V. Leites) 


Isoniazid Therapy.—Of 100 patients with 
pulmonary tuberculosis treated with iso- 
niazid, most had received therapy for only 
two or three months, although 20 were in the 
fourth or fifth month of treatment. Skin 
eruptions, such as eczema, vesicular derma- 
titis, pruritus, occurred in 23 per cent of the 
patients during the first month. There was 
transient difficulty in urination in 9 per cent; 
temporary constipation in 18 per cent; and 
diarrhea in 3 per cent. Neurological meni- 
festations were more frequent, with head- 
ache, vertigo, or nervousness in 23 per cent, 
and hyper-reflexia in 36 per cent. Epileptic 
seizures occurred in 3 patients who had no 
previous history of epilepsy and whose spinal 
fluid and eyegrounds were normal. In 2 pa- 
tients, isoniazid was resumed after some time 
without any ill effects; in the third patient, 
the drug had to be discontinued. Four preg- 
nant women tolerated isoniazid well. The 
clinical benefits of isoniazid were impressive. 
Cough was diminished in 47 per cent and 
completely suppressed in 17 per cent; ex- 
pectoration decreased in 42 per cent and 
stopped in 18 per cent of the cases. The appe- 
tite of 55 per cent of the patients improved 


and 66 per cent gained 1 to 6 kg. in one 
month. Two-thirds of severely ill patients 
experienced a sense of well-being and euphoria, 
but this effect was transitory. Defervescence 
occurred in 86 per cent after one month and 
in all patients after two months of treatment. 
The sputum became bacteriologically nega- 
tive in 56 per cent after one month, in 70 per 
cent after two months, and in 76 per cent 
after three to five months. Roentgenographi- 
cally, the best response was in nodular infil- 
trations; of 10 such cases there was marked 
clearing in 6 and slight improvement in 4. 
Among 78 cases of cavitary tuberculosis, 
the infiltrative element showed marked re- 
gression in 32 per cent, slight regression in 
30 per cent, no effect in 34 per cent, and pro- 
gression in 4 per cent. In 80 cases of cavitary 
tuberculosis, the rontgenographic effect after 
six weeks to five months of treatment was 
as follows: disappearance of cavities in six 
to eight weeks, 5 per cent; filling in of cavi- 
ties, 6 per cent; diminution in size, 36 per 
cent; status quo, 47 per cent; progression, 
6 per cent; regression of concomitant infil- 
trations, 54 per cent.—L’action de l’isoniazide 
sur la tuberculose pulmonaire. Tolérance 
biologique et clinique, P. Véran L. Lasausse, 
M. Geffriand, R. Joinville, A. Gaillard, & 
A. Noyon, Rev. de la tuberc., 1958, 17: 111.— 
(V. Leites) 


Isoniazid.—One hundred patients with pul- 
monary tuberculosis were treated for two to 
six months with isoniazid, alone or in com- 
bination with other agents. In 34 per cent 
of the patients, extrapulmonary lesions were 
also present. Most of the patients had been 
treated unsuccessfully with other antimicro- 
bials. With a dose of 5 mg. of isoniazid per 
kg., the plasma concentration was 1.8 to 
2.27 per ml. After two months of treatment, 
70 per cent of the patients had gained weight, 
averaging 2.5 kg., and coughing was consider- 
ably decreased in 10 others. There was tran- 
sient increase in appetite in 65 per cent. The 
roentgenographic aspect after two months 
of treatment was definitely improved in 38 
per cent, slightly improved in 35 per cent, 


and unchanged in 27 per cent. Fifty-six and 
nine-tenths per cent of the patients treated for 
two to six months showed improvement in 
the pulmonary tuberculosis. Resistance to 
isoniazid emerged after three months in 18 of 
30 cases tested —Etude expérimentale et ré- 
sultats des observations cliniques concernant 
Vaction tuberculostatique de V'1.N.H., C. Ger- 
nez-Rieux, 1. Beerens, R. du Bois, M. Fabre, 
& P. Fournier, Rev. de la tuberc., 1953, 17: 
48.—(V. Leites) 


Isoniazid Treatment.—A series of 67 pa- 
tients with various forms of pulmonary 
tuberculosis were treated with isoniazid. 
Side effects were transient and harmless, 
including temporary increase in expectora- 
tion (5 cases), transient vertigo, cramps, 
agitation of mild degree (9 cases), brief eleva- 
tion of temperature (4 cases), constipation 
and heartburn (10 cases), skin manifestations 
(6 cases). The drug was poorly tolerated by 
alcoholics. Isoniazid given alone in 44 cases 
was followed by cure in 4.5 per cent, improve- 
ment in 43 per cent, failure in 43 per cent, 
and minor intolerance in 9.5 per cent. Con- 
comitant isoniazid and streptomycin in 28 
cases produced cure in 3.5 per cent, improve- 
ment in 61 per cent, failure in 32 per cent, 
and intolerance in 3.5 per cent. In 7 cases 
treated with isoniazid, streptomycin, and 
p-aminosalicylic acid there were no cures, 
70 per cent improvement, 30 per cent failure, 
and no intolerance. Cases designated as 
“eured” showed disappearance of roent- 
genographic, clinical, and bacteriologic find- 
ings; however, the follow-up period in these 
cases was only two months.—L’isoniazide, 
EB. Sivriére, Rev. de la tuberc., 1968, 17: 130.— 
(V. Leites) 


One-Year Review of Isoniazid Therapy.— 
Observations on 144 patients treated with 
isoniazid indicate that it is better tolerated 
than p-aminosalicylic acid or amithiozone, 
is more easily administered than streptomycin, 
and does not cause serious and lasting side 
effects. An oral daily dose of 10 to 15 mg. of 
isoniazid per kg. in four equally subdivided 


doses is recommended. When isoniazid is 
given in combination or alternated with other 
tuberculostatic agents, there is no increase 
in the side effects. This method of adminis- 
tration is suggested to delay the development 
of resistant microorganisms. Resistance 
studies performed in 52 cases showed 6 with 
a few isoniazid-resistant colonies before treat- 
ment. After twelve weeks of treatment, 14 of 
32 cases showed microorganisms resistant 
to more than 2.07 per 100 cc. Of 91 patients 
with pulmonary tuberculosis who received 
isoniazid gad no adjunct collapse measures, 
the sputum from 55 patients (60 per cent) 
remained positive for tubercle bacilli. Cavity 
component was present in 76 patients and 
became lost to view by tomogram studies 
in 18 (25 per cent). Roentgenographic im- 
provement was noted in 70 of 95 patients 
(73 per cent).—Ein Jahr Behandlung der 
Lungentuberkulose mit I sonikotinsdurehydrazid 
(Neoteben), H. Horlein & K. Jahnke, Ztschr. 
fiir Tuberkulose, 1953, No. 3-5: 135.—(E. 
Dunner) 


Isoniazid for Pulmonary Tuberculosis.— 
Clinical trials of isoniazid for pulmonary 
tuberculosis were begun at Guy’s Hospital 
in March, 1952. All of the patients had chronic 
fibrocaseous disease of several years’ duration 
with positive sputum. Some had had previous 
chemotherapy. Group A comprised 12 pa- 
tients who received 250 mg. of isoniazid 
daily. Group B comprised 11 patients who 
received isoniazid and also streptomycin 
sulfate, 1.0 gm. intramuscularly daily six 
days a week. Treatment was carried out for 
eighteen weeks. During the first six weeks, 
there was marked clinical improvement in 
both groups, consisting of improved well- 
being, better appetite, decreased cough and 
expectoration, and reduction in fever. In 
group B, continuous clinical improvement 
was observed throughout the observation 
period. In group A, most patients thought 
that they had relapsed during the second half 
of the period. During the first few weeks, 
there was a rapid fall in the bacillary count 
in both groups. In group A, after the sixth 


week, there was a gradual upward trend, 
contrasted with the continued fall in group 
B. In both groups, as treatment progressed, 
difficulty in obtaining positive cultures in- 
creased. Therefore, material for resistance 
studies was difficult to obtain. Resistance to 
0.1y of isoniazid per ml. appeared in group 
A but not in group B. Initial weight gain 
was maintained better in group B. The sedi- 
mentation rate fell in both groups until the 
fifth week, after which the tendency ceased 
in group A but was maintained in group B. 
At the end of the period, radiographs showed: 
group A, 2 improved, 2 worse, 8 unchanged; 
group B, 4 improved, 7 unchanged. No 
toxic reactions appeared. It was evident that 
the group B patients fared better than those 
in group A. A comparison was then made 
of the effect of isoniazid and streptomycin 
(group C) and p-aminosalicylic acid and 
streptomycin (group D). The mean weight 
gain was greater in group C. The sputum 
counts in both groups fell at approximately 
the same rate, as did the sedimentation rate; 
this improvement was maintained.—Isoniazid 
in pulmonary tuberculosis, C. L. Joiner, K. 8. 
Maclean, E. K. Pritchard, K. Anderson, 
P. Collard, M. B. King, & R. Knox, Lancet, 
November 1, 1952, 2: 843.—(A. G. Cohen) 


Follow-up Report on Isoniazid.—The fol- 
lowing observations were made on 405 pa- 
tients treated daily with 5 mg. of isoniazid 
per kg.: (1) Sixty-two per cent of the patients 
improved; cavities were lost to view by 
tomography in 18.6 per cent. (2) Cases with 
recent exudative involvement showed the 
best initial results followed by sustained 
improvement. (3) The addition of collapse 
measures was indicated if beneficial changes 
were not noted within two months of iso- 
niazid therapy or if sufficient response was 
not demonstrated after four months’ treat- 
ment. (4) Most relapses occurred during the 
fourth and fifth months of treatment. (4) 
Continuation of isoniazid alone after the 
fifth month led to additional improvement 
in only a few cases. (6) In 337 cases treated 
for at least three months, relapse occurred 


in 16.9 per cent. (7) Relapse could occur 
without symptoms.—Kontrollen unter und 
nach Isoniazidtherapie, J. Hein & W. Stecher, 
Ztschr. f. Tuberk., 1953, No. 3-6: 165.— 


(E. Dunner) 


Isoniazid For Skin Tuberculosis.—About 
30 cases of various forms of skin tuberculosis 
were treated with isoniazid. The results were 
very favorable in lupus vulgaris and ery- 
thema induratum Bazin. Some cases of 
chronic lupus erythematodes discoides im- 
proved; others did not. The time of observa- 
tion was too short to permit final conclu- 
sions.—I sonikotinsdurehydrazid bei Hauttu- 
berkulose, G. Riehl, Wien. klin. Wchnschr., 
April 24, 1968, 65: 325.—(G. C. Leiner) 


Isoniazid for Female Genital Tuberculosis. 
—A clinical trial of isoniazid for female 
genital tuberculosis was made in 43 patients 
with tuberculous endometritis and 3 with 
tuberculous cervicitis. There was no gross 
disturbance of the general health in any 
case. The diagnosis was confirmed in all 
cases by curettage in the premenstrual 
phase. Each patient received 150 mg. of 
isoniazid daily for sixteen weeks; 11 patients 
also received streptomycin and p-amino- 
salicylic acid during the last eight weeks of the 
course. No toxic effects of the drug were 
noted. Response to treatment was assessed 
in 42 cases of tuberculous endometritis by 
repeating curettage within six weeks after 
finishing treatment. Of these, 40 cases were 
apparently cured. Two patients did not 
respond to treatment; one of these was the 
only one in which massive caseation of the 
endometrium had been seen. Of the 3 cases 
of tuberculous cervicitis, 2 responded to 
treatment; the other did not. The cures 
cannot be regarded as permanent in view of 
the high incidence of relapse in patients 
previously treated with streptomycin. This 
might be due to persistence of the infection 
in the fallopian tubes.—Isoniazid in the 
treatment of female genital tuberculosis, T. 
Barns, H. G. N. Smith, & L. N. Snaith, 
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Lancet, April 25, 1968, 1: 817.—(A. G. 
Cohen) 


Isoniazid for Sarcoidosis.—In a case of 
Besnier-Boeck-Schaumann’s disease, consider- 
able regression of the hilar swelling and infil- 
trative lesions in both lungs was observed 
during isoniazid therapy, using 100 mg. 
three times daily. Improvement in the osteo- 
articular pathology treated with isoniazid 
could likewise be established roentgenographi- 
eally in another patient with a tuberculous 
fistula of the sternoclavicular joint. At the 
same time the pulmonary changes showed 
partial regression. Further trials with isoniazid 
in tuberculosis of the bones and joints appear 
indicated (Author’s summary).—Erfolgreiche 
Rimifon-Therapie bei je einen Fall von Morbus 
Besnier-Boeck-Schaumann und Tuberkolose des 
Sternoklavikulargelenkes, G. Klurfeld, Schweiz. 
Ztschr. Tuberk., 1953, No. 2: 99.—(E. Dunner) 


Psychosis Following Isoniazid Therapy.— 
A woman, aged forty-one, suffering from 
pulmonary tuberculosis, was treated with 
isoniazid, 150 mg. daily. This was later in- 
creased to 300 mg. daily. She developed con- 
fusion, loss of memory, insomnia, and ano- 
rexia. Eventually, a confusional psychosis 
developed. Eight weeks after discontinuance 
of the drug, there was still evidence of organic 
cerebral impairment of the Korsakow type.— 
Confusional psychosis with residual organic 
cerebral impairment following isoniazid ther- 
apy, R. A. Hunter, Lancet, November 15, 1952, 
2: 960.—(A. G. Cohen) 


Peripheral Neuropathy Due to Isoniazid.— 
Two patients with pulmonary tuberculosis 
received isoniazid. Each developed periph- 
eral neuropathy. In one case, this condition 
progressed despite the discontinuance of iso- 
niazid and administration of thiamin. The 
patient eventually developed pellagra which 
then responded to nicotinamide. It is believed 
that the deficiency in these cases is of nicotin- 
amide and perhaps other members of the 
vitamin B-2 complex.—Peripheral neuropathy 
due to isoniazid, W. A. Jones & G. P. Jones, 
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Lancet, May 30, 1953, 1: 1073.—(A. G. Co- 
hen) 


Pellagra During Isoniazid Therapy.—A 
man, aged twenty-two, had suffered from 
pulmonary tuberculosis for one and a half 
years. On admission, there was evidence of 
malnutrition but not of obvious vitamin de- 
ficiency. He was given 400 mg. of isoniazid 
daily. Symptoms appeared after one week 
and, by the end of the third week, he had 
typical pellagra. Isoniazid was stopped and 
nicotinic acid was given. He had a good re- 
covery. It is likely that the isoniazid blocked 
the action of nicotinamide. In most patients, 
the development of a voracious appetite 
leads to an increased intake of B vitamins so 
that this deficiency is overcome. This patient, 
already deficient, did not develop an increased 
appetite. It is suggested that such patients 
should receive vitamin B complex while 
under treatment with isoniazid ——Acute pel- 
lagra during isoniazid therapy, R. B. Me- 
Connell & H. D. Cheetham, Lancet, November 
15, 1952, 2: 959.—(A. G. Cohen) 


Isoniazid for Experimental Corneal Tuber- 
culosis.—Experimental corneal tuberculosis 
in both mice and rabbits provides the basis 
for a reliable in vivo test for antituberculous 
activity of various substances. In mouse 
experiments, animals treated with isoniazid 
for twenty-eight days developed no lesions 
after inoculation with a bovine strain. How- 
ever, fourteen days after cessation, character- 
istic lesions appeared. Similar results were 
obtained with a human strain. With a human 
strain highly resistant to isoniazid, adminis- 
tration of isoniazid had no effect. Using a 
bovine strain, 4 groups were set up: (/) un- 
treated, (2) streptomycin daily, (3) isoniazid, 
and (4) streptomycin and isoniazid. In group 
2, there was prolongation of the incubation 
period and some curtailment of subsequent 
progress of the disease. In group 3, the re- 
sults were as originally noted. In group 4, 
there was complete absence of disease during 
the treatment period and a relapse occurred 
in only 4 of 15 animals, the lesion being both 
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slow to appear and more limited in extent. 
In an additional experiment with the bovine 
strain, using p-aminosalicylic acid and iso- 
niazid, no lesions appeared during the treat- 
ment period, but did appear within three 
weeks of cessation and then progressed in 
untreated controls. Experiments with rabbits 
were also performed. Two control animals de- 
veloped panophthalmitis and then general- 
ized tuberculosis. In animals treated with 
streptomycin, the onset of lesions was delayed 
until almost four weeks; the advance of the 
disease was slower than the controls, although 
steady. In animals treated with isoniazid, 
the disease was completely suppressed, both 
during the treatment and post-treatment 
periods. Animals with established lesions were 
then treated with either streptomycin, iso- 
niazid, or both. In all groups there was rapid 
and steady resolution, resulting in the dis- 
appearance of lesions after eight weeks. There 
was no recrudescence after cessation of treat- 
ment.—Isoniazid in the control of experi- 
mental corneal tuberculovis, R. Goulding & 
J. M. Robson, Lancet, November 1, 1952, 
2: 849.—(A. G. Cohen) 


Isoniazid and Lactoflavin Synergism.—/n 
vitro studies indicate a synergistic action on 


the tubercle bacillus when lactoflavin is 
added to isonazid. It was not possible to 
reproduce this synergistic action in experi- 
mental animals treated for tuberculosis.— 
Uber den Synergismus von Isonicotinsaure- 
hydrazid und Lactoflavin, J. Meyer-Rohn, 
Tuberkulosearzt, May, 1953, 7: 300—(E. 
Dunner) 


Resistance to Isoniazid.—In patients with 
chronic cavitary pulmonary tuberculosis 
treated with isoniazid alone, the emergence 
of bacillary resistance varies considerably 
according to the previous state of sensitivity 
or resistance of the bacilli to other antibiotics 
and, in particular, to streptomycin. In pa- 
tients whose tubercle bacilli were streptomy- 
cin resistant before treatment with isoniazid, 
resistance to 1.0y of isoniazid per ml. de- 
velops as follows: From the first to the fifth 


month of treatment, 16 per cent, 50 per cent, 
69 per cent, and 71 per cent of patients be- 
come resistant. Resistance to 5y of isoniazid 
develops in 11 per cent, 28 per cent, 50 per 
cent, 57 per cent, and 61 per cent of patients 
during five months. In patients whose bacilli 
are normally sensitive to streptomycin, re- 
sistance to isoniazid does not usually appear 
before the third treatment month. In patients 
treated with isoniazid in combination with 
p-aminosalicylic acid, no resistance is noted 
in the first five months of treatment (Author’s 
summary).—L’évolution de la résistance bacil- 
laire chéz les tuberculeur pulmonaires en traite- 
ment par Visoniazide, P. J. Colétsos, Rev. 
de la tuberc., 1953, 17: 75.—(V. Leites) 


Isoniazid-Resistant Tubercle Bacilli.—Iso- 
niazid-resistant variants of H37Rv and of 
Ravenel R strains of tubercle bacillus were 
produced. In addition, isoniazid-resistant 
strains were obtained from 5 cases of human 
tuberculosis. These resistant strains show a 
much reduced pathogenicity for guinea pigs. 
The lesions were confined to the site of inocu- 
lation to the regional nodes. In some cases, 
no lesions were produced at all.—Jsoniazid- 
resistant strains of Mycobacterium tubercu- 
losis (preliminary communication), V. C. 
Barry, M. L. Conalty, & E. Gaffney, Lancet, 
May 16, 1958, 1: 978.—(A. G. Cohen) 


Isoniazid-Resistant Tubercle Bacilli.— 
When variants of M. tuberculosis H37Rv 
were made isoniazid resistant in vitro by 
contact with the drug during only one sub- 
culture, they rapidly reverted to sensitivity 
when grown in drug-free media. This was 
confirmed by in vivo sensitivity tests in mice. 
Resistant variants, subcultured more than 
once in the presence of the drug, retained 
their resistance without diminution during 
several passages in drug-free medium. Re- 
sistant variants tended to have poor viability 
during the first three passages in the presence 
of isoniazid but later their viability seemed 
normal. No strain with an inhibitory end- 
point higher than 25 to 50y per ml. could be 
produced in Dubos medium by repeated 


serial subculturing of the bacilli from the 
highest concentration of isoniazid which just 
allowed growth. The level of resistance of 
10 of 16 resistant strains of tubercle bacilli 
from patients fell substantially during three 
subcultures in the absence of isoniazid. Mice 
and guinea pigs infected with sensitive strains 
were completely protected by isoniazid in 
doses of 20 mg. per kg. of body weight daily. 
Mice were also infected with in vitro resistant 
strains which grew scantily on solid medium 
containing 1.0y of isoniazid per ml. and 
heavily on solid medium containing 0.2y per 
ml. Treatment with isoniazid considerably 
increased their survival time. Guinea pigs 
infected with the same strains were almost 
completely protected, and in guinea pigs a 
chemotherapeutic response was likely even 
with strains which grew in the presence of 
about 1.07 of isoniazid per ml.—J/soniazid- 
resistant strains of tubercle bacilli, M. Barnett, 
S. R. M. Bushby, & D. A. Mitchison, Lancet, 
February 14, 1968, 1: 815.—(A. G. Cohen) 


Effect of Isoniazid.—Isoniazid has no de- 
monstrable bactericidal effect on M. tubercu- 
losis, strain H37Rv. The number of living 
bacilli was unchanged by one month’s exposure 
in Dubos medium without Tween to isoniazid 
concentrations 100 times higher than the 
bacteriostatic concentration in vitro and also 
much higher than blood levels obtained so 
far in humans.—Action bactericide de l'iso- 
niazide (hydrazide isonicotinique) sur le bacille 
de Koch, H. Noufflard & M. Deslandes, Ann. 
Inst. Pasteur, December, 1952, 83: 769.— 
(V. Leites) 


Genitourinary Tuberculosis.—The results 
of treatment of 47 patients with genitourinary 
tuberculosis and a follow-up on an earlier 
reported series of 51 patients with genito- 
urinary tuberculosis were reviewed. Therapy 
consisted of sanatorium care, surgery when 
indicated, and a six months’ course of chemo- 
therapy with “Ethizone” (para-ethysulpho- 
nylbenzaldehyde thiosemicarbazone or TB3) 
started at 50 mg. daily and gradually in- 
creased by weekly increments of 200 mg. 


daily, p-aminosalicylic acid (PAS), 18 gm. 
daily given in divided three-hour doses for 
periods of twenty-five days, and dihydro- 
streptomycin, 1.0 gm. twice daily for a 
period of thirty-five days. During the course 
of treatment, nephrectomy was performed on 
13 patients and epididymectomy was done 
on 12 patients, without complications. Minor 
toxic reactions to PAS consisting of nausea, 
vomiting, anorexia, and mental depression 
occurred in 35 per cent of the patients and, 
in a further 25 per cent, PAS had to be dis- 
continued because of severe vomiting. Deaf- 
ness due to dihydrostreptomycin occurred 
in 6 patients, dizziness in 8, and both symp- 
toms in 2 patients. No serious reactions de- 
veloped to Ethizone. All patients tolerated 
150 mg. daily, but 30 per cent, because of 
anorexia, depression, and mental apathy, 
could not take 200 mg. daily for prolonged 
periods. Among the 47 patients studied, the 
urine of 36 (76.5 per cent) became sterile for 
tubercle bacilli at the end of six months. Of 
the 11 who were positive, 4 had organisms 
resistant to streptomycin. In no instance was 
there any convincing improvement by either 
intravenous or retrograde pyelography. Re- 
peated cystoscopies showed improvement in 
all cases in which the bladder was involved. 
Almost every patient experienced some symp- 
tomatic improvement. Among the group of 
51 patients in the earlier series, symptomatic 
and cystoscopic improvement had been main- 
tained with few exceptions for eighteen 
months since the completion of treatment. 
Of the 43 patients of this group still alive, 
the urine of 27 was sterile at eighteen months. 
—Treatment of genito-urinary tuberculosis, 
Surther report, J.C. Ross, J. G. Gone, & C. A. 
St. Hill, Brit. M. J., April 25, 1953, No. 
4816: 901.—(E. A. Riley) 


Streptomycin and Pleural Effusion.—Fifty- 
seven patients treated with streptomycin for 
pleurisy with effusion during the years 1948 
to 1951 were compared with 61 patients with 
pleural effusion who did not receive strepto- 
mycin during the years 1946 to 1948. The 
duration of fever was similar in the two 


groups, i.e., 35.2 days in the streptomycin- 
treated patients and 30 days in the patients who 
did not receive streptomycin. This resistance 
to therapy implies that a special, nonbacillary 
factor plays an important pathogenetic role. 
Nevertheless, streptomycin is recommended 
for the treatment of pleurisy with effusion in 
order to affect favorably the underlying 
tuberculous process.—Uber die Wirkung des 
Streptomycins auf den klinischen Verlauf der 
Pleuritis exsudativa, W. Léffer & G. Jac- 
card, Schweiz. med. Wchnschr., November 16, 
1962, 82: 1181—(E. Dunner) 


Sodium PAS and Polyvinyl Pyrrolidone.— 
The intravenous use of a preparation of 25 
per cent sodium p-aminosalicylic acid (PAS) 
in 3.5 per cent polyvinyl pyrrolidone (PVP) 
was compared with the intravenous use of 25 
per cent sodium PAS alone. PAS blood con- 
centrations were twice as high and lasted 
more than twice as long in therapeutic con- 
centrations when the drug was administered 
in combination with PVP than when PAS 
was administered in the same dosage alone. 
PVP did not prevent PAS from passing into 
the cerebrospinal fluid in adequate amounts. 
It did not interfere with the tuberculostatic 
efficacy of PAS in vitro. The combination of 
PAS with PVP was used therapeutically for 
periods up to one week without significant 
toxicity. The use of this preparation for 
parenteral therapy has had some merit in 
that high blood and cerebrospinal fluid 
concentrations of PAS may be maintained 
with small amounts of drug and it may be 
administered by syringe injection rather than 
by drip. Further study is required to deter- 
mine whether larger doses may be given 
intravenously with safety, to rule out a cumu- 
lative effect and toxicity with more prolonged 
administration, and to evaluate the use of 
this combination in dilute form for subcuta- 
neous drip.—The intravenous use of a com- 
bination of sodium para-aminosalicylate and 
polyvinyl pyrrolidone in the chemotherapy of 
tuberculosis, W. Weiss, M. Seven, & G. M. 
Eisenberg, Am. J. M. Sc., May, 1963, 225: 
560.—(W. J. Steininger) 
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ACTH for Streptomycin-PAS Hypersensi- 
tivity—A patient with pulmonary tubercu- 
losis was given streptomycin, 2 gm. every 
third day, and sodium p-aminosalicylate 
(PAS) 12 gm. daily. About the third week, 
she developed a febrile illness with a rash, 
glandular enlargement, and eventually enceph- 
alopathy. She did not respond to antihis- 
taminics administered even after discontinua- 
tion of streptomycin and PAS. Eventually, 
her condition became alarming. Corticotropin 
(ACTH) was then used and complete re- 
covery resulted.—Streptomycin-PAS hyper- 
sensitivity treated with ACTH, K. Marsh, 
Lancet, September 27, 1952, 2: 606.—(A. G. 
Cohen) 


Antituberculous PAS  Derivative.—Pre- 
vious efforts to prepare derivatives of p-ami- 
nosalicylic acid (PAS) with enhanced anti- 
tuberculous activity had failed. The current 
objective was to try to combine thiocarbamido 
and/or p-aminobenzaldehyde thiosemicarba- 
zone groups with PAS in one molecule. Of 4 
compounds synthesized, 3 showed much less 
activity than PAS. Compound IV was the 
thiosemicarbazone of 4-(4’aldehydo) phenyl- 
thiocarbamidosalicylic acid. In vitro, this 
compound showed more antituberculous 
activity than PAS. In vivo tests showed it 
to be more active than PAS but less than 
streptomycin. The activity was more of the 
order of the thiosemicarbazone except that 
the mice tolerated large doses without 
toxicity.— Derivative of p-aminosalicylic acid 
with enhanced antituberculous activity, C. R. 
Harrington, P. D’A. Hart, & R. J. W. Rees, 
Lancet, May 9, 1953, 1: 929.—(A. G. Cohen) 


Investigation of Antituberculous Sub- 
stances.—Since the discovery that isoniazid 
is effective against M. tuberculosis and that 
resistance to the drug develops relatively 
early, it has been found advisable to test 
other substances related to isoniazid. The 
speed of investigation is limited because of 
the fact that the organism grows very slowly 
in laboratory media. For this reason, an agar- 


‘ plate diffusion technique was developed for 


screening the activity of substances against 
the organism. Dubos agar-plates were inocu- 
lated with a culture of M. smegmatis; on the 
inoculated medium were placed strips of 
blotting paper soaked in the material to be 
tested. This technique was found to be use- 
ful in sereening a large number of substances. 
Furthermore, it was useful in determining 
synergism between the compounds and in 
detecting the development of resistance. 
Those substances which give promising evi- 
dence of antituberculous activity can then 
be subjected to fuller investigation with 
M. tuberculosis.—Investigation of antitubercu- 
lous substances, M. B. King, R. Knorr, & 
R. C. Woodroffe, Lancet, March 21, 1968, 1: 
153.—(A. G. Cohen) 
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Symbiosis of Mycobacteria with Coryne- 
bacteria.—Colonies of M. tuberculosis ap- 
peared earlier and grew more abundantly on 
Léwenstein medium in the presence of a 
bacterium closely related to Corynebacterium 
enzymicum. Tubercle bacilli were grown on 
ordinary agar and broth in symbiosis with 
these bacilli. Other bacteria not yet completely 
identified had a similar enhancing effect but 
at a distance and beyond an inhibition zone. 
The practical significance of this phenome- 
non is under study.—Symbiose du bacille 
tuberculeux avec des germes saprophytes, 
B. Cymbala & G. Bruynoghe, Rev. belge path. 
et méd. expér., March, 1963, 22: 316.— 
(M. EB. Sano) 


Buffered Gastric Aspiration.—The addi- 
tion of sodium diphosphate to gastric aspirates 
increases the possibility of obtaining a posi- 
tive culture for tubercle bacilli, particularly 
when specimens cannot be processed imme- 
diately. Tubercle bacilli are sensitive to the 
acidity of the gastric juice. Among specimens 
processed twenty-four to forty-eight hours 
after collection, 58 (24.5 per cent) yielded 
positive cultures when buffered, as com- 
pared with 34 (14.3 per cent) positive, when 
sodium diphosphate was not added. Among 
those specimens processed later than forty- 


eight hours after collection, there were 17 
(21.2 per cent) with positive cultures in the 
buffered as compared with 8 (10 per cent) 
in the non-buffered group.—Die Puffering 
des Magensaftes bei der Untersuchung auf 
Tuberkelbazillen, W. Roth & H. Birkhaiser, 
Schweiz. med. Wehnschr., March 7, 1958, 83: 
240.—(E. Dunner) 


Denervation of Hemidiaphragm.—A series 
of 68 white rats were subjected to left phreni- 
cectomy, using an intercostal approach. The 
weight of the denervated hemidiaphragm, 
compared to a series of controls from animals 
of corresponding body weight, at first in- 
creased, reaching a peak of hypertrophy of 
approximately 55 per cent six to eight days 
after operation. Atrophy followed the hy- 
pertrophy, the weight reaching control level 
in twenty-three to thirty-eight days. Atrophy 
continued with losses of weight up to 60 per 
cent after 492 days. There were no significant 
changes in oxygen consumption through the 
periods of hypertrophy and early atrophy, 
but there was a somewhat reduced oxygen 
consumption in late atrophy. There was no 
significant change in the absolute amount of 
connective tissue of the diaphragm. A fluid 
increase of only minimal proportions was 
observed and did not account for the bulk 
of the hypertrophy. The basis for hypertrophy 
appears to be an increased stretching of the 
muscle fibers plus the exercise produced by 
normal respiration (Authors’ summary).— 
Denervation hypertrophy and ome of the 
hemidiaphragm of the rat, O. M. Sola & 
A. W. Martin, Am. J. ‘Pebruary, 
1963, 172: 324.—(G. C. Leiner) 


Alveolar-Arterial Oxygen Gradient.—The 
alveolar-arterial oxygen gradient was meas- 
ured at three levels of oxygenation in normal 
dogs. During the inspiration of room air the 
gradient varied from 0 to 29 mm. of mer- 
cury, depending upon the magnitude of the 
alveolar ventilation. Experimental increase 
of alveolar ventilation caused an increase in 
the gradient; experimental decrease of alveolar 
ventilation caused a decrease in the gradient. 
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The alveolar-arterial oxygen gradient dur- 
ing the inspiration of 8 to 10 per cent oxygen 
and during the inspiration of pure oxygen 
was negligible. It is concluded that the 
alveolar-arterial gradient present during the 
breathing of room air is due to uneven venti- 
lation of the lungs (Author’s summary).— 
Alveolar-arterial oxygen pressure gradient 
in normal dogs, M. H. Williams, Jr., Am. J. 
Physiol., April, 1953, 173: 7—(G. C. 
Leiner) 


Inspiratory Center.—The responses of a 
medullary area corresponding to what is 
usually called the inspiratory center were 
studied, using graded electrical stimulation. 
The diaphragm was more intrinsically rhyth- 
mic than the intercostal mechanisms. Va- 
gotomy increased the electrical excitability 
of the center; vagal stimulation decreased 
it. Administration of carbon dioxide had 
little effect on the electrical excitability of 
the center although it increased respiratory 
rhythmicity. Occluding the carotid arteries 
increased the response of the center to elec- 
trical stimulation. Sectioning the dorsal 
columns in the cervical region decreased the 
excitability of the center, presumably due 
to removal of excitatory proprioceptive 
impulses. Section or block of dorsal roots 

and C, bilaterally in vagotomized animals 
led to respiratory failure in 4 of 6 animals, 
presumably by interrupting an inspiratory- 
excitatory pathway which has been described 
as running through the stellate ganglia. 
Section of other dorsal roots had no signifi- 
cant effect. Hence, the nervous control of 
respiration consists of at least 5 interrelated 
feedback systems which might be expected, 
when interconnected, to form an unstable 
whole and to show oscillation. Thus the 
respiratory center would not have to be in- 
trinsically rhythmic. Looking at the nervous 
control of respiration in this way may be 
more fruitful than a mere concern with any 
possible rhythmicity of an isolated part of 
the mechanism (Authors’ summary).—Fac- 
tors affecting responses of the inspiratory 
center to electrical stimulation, P. O. Chatfield 


& D. P. Purpura, Am. J. Physiol., March, 
1963, 172: 632.—(G. C. Leiner) 


Pneumotaxic Center.—In vagotomized 
cats, transection of the brain stem caudal 
to the inferior colliculus results in a respira- 
tory pattern characterized by long pauses 
in inspiration (apneustic breathing). Such 
animals, however, survive for hours and 
often show signs of rhythmic respiration. 
Secondary transection below the striae 
acousticae converts the apneustic breathing 
to rapid phasic respiration (gasping). The 
results indicate that the rhythmicity of the 
bulbar respiratory center does not depend 
wholly on afferent influx from vagal and 
pneumotaxic systems. In vagotomized cats 
decerebrated at the midecollicular level, 
separate or seriatim ablation of inferior 
colliculi, central gray and tegmentum at 
the inferior collicular level, pontine central 
gray and central portion of the anterior 
pontine tegmentum consistently failed to 
produce apneustic breathing. On the other 
hand, small bilateral discrete lesions located 
in the extreme dorsolateral portion of the 
anterior pontine tegmentum (the isthmus) 
consistently produced apneustic breathing 
It is concluded that the pneumotaxic center 
lies in this portion of the isthmus (Author’s 
summary).—Localization of the ’ 
center in the cat, P.Ch. Tang, Am. J. Physiol., 
March, 1958, 172: 645.—(G. C. Leiner) 


Respiration and Inferior Caval Flow.— 
A flowmeter, employing a combination of 
Pitét and resistance meter principles, was 
used to study blood flow in the vena cava. 
By simultaneously recording flow rates from 
the thoracic and abdominal portions of the 
inferior cava of anesthetized dogs, along 
with appropriate pressure registrations, the 
following basic observations were made: 
(1) Inspiration does, under physiological 
circumstances, cause significant augmenta- 
tion of return flow to the heart via the in- 
ferior cava. (2) Two forces are commonly 
involved: abdominal compression and tho- 
racic suction. (3) These forces ordinarily 


supplement one another in maintaining ve- 
nous return, but either one is capable of acting 
separately. (4) The forces governing the 
occurrence of extrathoracic venous collapse 
previously described for the superior cava 
obtain as well in the inferior cava. In addi- 
tion, elevation of abdominal pressure tends 
to enhance the tendency toward collapse 
(Author’s summary).— Respiratory augmenta- 
tion of inferior vena caval flow demonstrated 
by a low-resistance phasic flowmeter, G. Mizter, 
Jr., Am. J. Physiol., February, 1968, 172: 
446.—(G. C. Leiner) 


Respiration and Superior Caval Flow.— 
Blood flow was measured in the superior 
vena cava of anesthetized dogs with a low 
resistance flow meter. Venous return to the 
heart increased significantly with inspiration, 
due to the depleting of the extrathoracic 
veins into the chest veins. With Miiller’s 
experiment, venous return was augmented 
in the beginning of the inspiratory effort 
but failed to increase further during the 
later part of the inspiration when the extra- 
thoracic veins had become depleted. Even 
in the presence of the partial peripheral 
venous collapse, toward the end of inspira- 
tion, the flow rate was greater than during 
the expiratory pause. In spite of a slight 
flow reduction during expiration, the effect 
of respiration consisted in a significant net 
increase of venous return over that when 
respiratory efforts were absent. This aug- 
mentation was reduced by hypovolemia and 
enhanced by hypervolemia. During arti- 
ficial respiration in the open as well as in 
the closed chest, positive pressure lung in- 
flation consistently diminished venous re- 
turn first; changes in arterial pressure fol- 
lowed several heart cycles later. Compared 
with normal respiration, superior vena cava 
return to the heart was significantly reduced 
by intermittent positive pressure respira- 
tion in the closed chest (Authors’ summary). 
—Effect of respiratory movements on superior 
cava flow under normal and abnormal condi- 
tions, G. A. Brecher & G. Mizxter, Jr., Am. 
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J. Physiol., February, 1958, 172: 457.— 
(G. C. Leiner) 


Hypothalamic Pulmonary Edema.—Fatal 
hemorrhagic edema of the lungs was pro- 
duced in rats by discrete electrolytic lesions 
of the rostral hypothalamus. Edema was 
confirmed by gravimetric procedures and 
both gross and histologic study of the lungs. 
Hyperthermia, a common concomitant of 
rostral hypothalamic injury, was eliminated 
as an essential contributory factor to the 
edema. The effective lesions were bilaterally 
situated at the lateral tips of the rostral 
third of the optic chiasm. In a few animals, 
more caudally placed lesions in the mid-line 
destroying the periventricular system pro- 
duced pulmonary edema. The suggestion is 
offered that such lesions interrupt descending 
pathways from the critical preoptic region. 
Neither lesions bordering the preoptic region 
nor unilateral preoptic lesions produced pul- 
monary edema (Authors’ summary).—Pul- 
monary edema and hemorrhage from preoptic 
lesions in rats, J. E. Gamble & H. D. Patton, 
Am. J. Physiol., March, 1953, 172: 623.— 
(G. C. Leiner) 


Pulmonary Vascular Resistance.—Pul- 
monary venous pressure was elevated in 
anesthetized dogs by either breathing against 
increased inspiratory resistance, breathing 
against increased expiratory resistance, or 
increased intracranial pressure. Under the 
conditions studied, the pulmonary vascular 


pressure gradient decreased significantly 
whereas blood flow remained essentially un- 
changed. Pulmonary vascular resistance as 
calculated decreased as the pulmonary 
venous pressure was elevated. The data 
indicate that the absolute level of intra- 
luminal pressure over external pressure is 
an important factor in determining pul- 
monary vessel diameter and hence resistance 
(Authors’ _ summary) —Pulmonary vascular 


& G. S. Campbell, Am. J 
1968, 172: 747.—(G. C. Leiner) 
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Ligation of Pulmonary Veins.--The pul- 
monary veins from the right or left lung were 
divided in 25 dogs. Division of the left pul- 
monary veins did not result in death. In 
contrast, the mortality was high when the 
right pulmonary veins were divided; this 
mortality was obviated by the postoperative 
administration of penicillin. The greater 
severity of reaction following ligation of the 
right pulmonary veins may be partially due 
to quantitative differences in venous flow on 
the two sides. Anatomical studies after 
venous interruption showed intense and 
diffuse capillary congestion and extravasation 
of blood into the lung. Anatomical study of 
the lungs following ligation of the veins re- 
vealed rapid clearance of the blood constitu- 
ents within six weeks, without evidence of 
infarction. At the end of twelve months there 
was complete expansion of the lung and, ex- 
cept for the occasional linear scar and opera- 
tive adhesions, there was no morphologic 
evidence of damage to the lung. The lack of 
permanent microscopic changes in the lungs 
following pulmonary venous ligation indicates 
that interference with outflow through the 
pulmonary veins in dogs does not lead to de- 
vitalization (Authors’ summary).—Morpho- 
logic study of canine lungs after ligation of the 
pulmonary veins, J. P. Wyatt, D. R. Burke, & 
C. R. Hanlon, Am. J. Clin. Path., March- 
April, 1958, 29: 291.—(J. S. Woolley) 


Beryllium Analysis in Tissue.—A proce- 
dure for the determination of the beryllium 
content of biologic tissue calls for the com- 
minution of the tissue in the presence of 
alcohol in a Waring Blendor, followed by 
filtration and drying of the solids. The beryl- 
lium separated from the tissue is vaporized 
in a direct current are in a controlled at- 
mosphere of 80 per cent helium and 20 per 
cent oxygen by volume. The special at- 
mosphere excitation results in a sensitivity 
of 5 x 10-” gm. for beryllium (Author's 
summary). —Spectrochemical analysis of beryl- 


Owen, A.M.A. Arch. Indust. Hyg. & 


Occup. Med., June, 1958, 7: 5038.—(T. H. 
Noehren) 


Acute Toxicity of Mineral Dusts.—lIntra- 
venously administered injections of colloidal 
silica caused rapid death in mice. Particulate 
silica of “respirable” dimensions (0.1 to 
5u) and other dusts of similar size were 
tolerated in similar amount, although large 
doses also caused death. The acutely toxic 
effect of colloidal silica was not abolished by 
the addition of aluminum hydroxide, dyes, 
or protein, substances which are strongly 
adsorbed on silica of larger particle size. It 
is suggested that the silicic acid which dis- 
solves from the surface of quartz particles 
in the tissues becomes, in part, colloidal and 
that this colloidal silicic acid may in some 
way be related to the formation of silicotic 
lesions (Author’s summary).—Acule loricity 
of mineral dusts, J. C. Dale & E. J. King, 
A.M.A. Arch. Indust. Hyg. & Occup. Med., 
June 1958, 7: 478.—(T. H. Noehren) 


PUBLIC HEALTH AND EPIDEMIOLOGY 


Tuberculosis in Children.—This study un- 
dertook to determine the morbidity of primary 
tuberculosis. In Newcastle, it was possible to 
make an accurate estimate of the number of 
children acquiring primary tuberculosis; every 
case of clinical tuberculosis reached a hospital 
or clinic whose records were available to the 
investigators. Since 1947, a clinical survey of 
a representative sample of the infant popula- 
tion has been going on. As part of the survey, 
routine tuberculin testing has been done. A 
conversion rate of 1.8 per cent at fifteen 
months, rising to 7.5 per cent at five years, 
was found. Knowing the total number of 
births, it was possible to estimate the total 
number of convertors for each year of life up 
to five years. This estimate came to 4 per cent 
of all children aged less than five years, 1,020 
in all. It was possible to trace 258 children 
through the following sources: 98 reported 
cases, 21 hospital cases, 134 household con- 
tacts, and 5 other outpatients. It was reason- 
able to assume that approximately 750 chil- 
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dren passed through their primary infection 
without serious illness. The 258 tuberculin- 
positive patients comprised two distinct 
groups: 117 hospitalized and 141 who re- 
mained under outpatient supervision. Of 
these, 39 had died, at least 36 of tuberculosis. 
Four died of progressive primary tuberculosis. 
The others died of tuberculous meningitis or 
miliary tuberculosis. Streptomycin did not be- 
come available until approximately the middle 
of the period. Of the 258 cases, clinical or ra- 
diologic evidence of the primary infection was 
present at some time in 80 per cent. Of the 
1,020 infected children, 16 (1.5 per cent) de- 
veloped bone lesions and 42 (4.1 per cent) de- 
veloped meningitis or miliary tuberculosis or 
both. Most of these occurred in the first two 
years of life —Tuberculosis in young children, 
R. M. Cammock & F. J. W. Miller, Lancet, 
January 24, 1953, 1: 158.—(A. G. Cohen) 


Tuberculosis in Medical Students.— During 
five years, 669 medical and 444 dental stu- 
dents entered Guy’s Hospital Medical School. 
During these years, a considerable number of 


tuberculosis patients were treated at the hos- 
pital. Medical students, acting as ward clerks, 
were assigned to these cases. Tests made on 
466 medical students at the start of the clinical 
period showed that 399 (83.9 per cent) were 
tuberculin positive. At that time 75 students 
were tuberculin negative; 25 of these became 
positive after vaccination with BCG and an 
additional 21 converted spontaneously. The 
rate of conversion was found to be substan- 
tially less than the rate for London medical 
students determined by the Prophit survey. 
Each student had a chest roentgenogram upon 
entrance to the school. Those who were tuber- 
culin positive had repeat films at yearly inter- 
vals and those who were negative, at three- 
month and later six-month intervals. More 
recently, a mass radiography unit has exam- 
ined all students every six months. Significant 
tuberculosis was found in 5 medical students 
(0.75 per cent) and 6 dental students (1.35 
per cent). The annual morbidity rate for medi- 
cal students was calculated as 2.4 per 1,000 
observation-years, and 3.5 for the dental stu- 
dents. This compares with 5.1 for male medi- 
cal students and 1.4 for male controls in the 


Prophit survey. Not all cases of tuberculosis 
in students are attributable to infection ac- 
quired in the hospital. They also are exposed 
to the same risks as other individuals.—T uber- 
culosis in medical and dental students, A. B. 
Shaw, Lancet, August 30, 1952, 2: 401.—(A. 
G. Cohen) 


Tuberculin Sensitivity in Children.—Man- 
toux tests were performed on 579 children. In 
262 of these, concurrent tests were performed 
with tuberculin jelly. Most of these children 
were not suspected of having tuberculosis. 
Positive tests were obtained in 57 cases (ap- 
proximately 10 per cent); 9 were found to be 
clinically tuberculous. Of the clinically non- 
tuberculous children, 37.5 per cent of those 
with open home contact and none of those 
with closed home contact gave positive reac- 
tions. Of clinically nontuberculous children 
without home contact, 7.7 per cent gave posi- 
tive reactions. None of the infants aged less 
than one year was Mantoux-positive. A his- 
tory of war-time evacuation did not increase 
the chances of becoming Mantoux-positive. 
There was a strong parallelism between the 
economic status of the family and the inci- 
dence of positive reactions. Concurrent tests 
were then made on 262 children using tuber- 
culin jelly either in the ordinary way or after 
preparation of the skin by stroking with flour- 
paper. Of these, 24 were Mantoux-positive. 
Congruous results were obtained in 206 (78.6 
per cent) and incongruous in 56 (21.4 per 
cent). Both the jelly and flourpaper tests dis- 
agreed with the Mantoux in 6 cases. The jelly 
test disagreed with the flourpaper test and the 
Manteux test in 5 instances, and the flourpaper 
test disagreed with the jelly and the Mantoux 
tests in 45 instances. The jelly test disagreed 
with the Mantoux test in 11 cases (4.2 per 
cent), of which 2 were false positives. The 
flourpaper test disagreed with the Mantoux 
test in 51 cases (19.5 per cent), of which 46 
were false positives. Thus, the flourpaper test 
is more sensitive but is apt to give a higher 
percentage of false positives. —Tuberculin sen- 
sitivity in children in the east end of London, 
H. M. T. Coles, November 8, 1952, 2: 927.— 
(A. G. Cohen) 


